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PART IL—LECTURE (continued) 
CLOTHING 


’The story of naval clothing can be told in four chapters. At 


first there was little or no control ‘of what was worn, and 
pressed men caine aboard clad in their filthy rags, which were re- 
placed only when eventually disintegrated. This practice natur- 
ally favoured the spread of louse-borne disease, and especially 
the febris nautica, or typhus. Next came the period of medical 
reform at the close of the eighteenth century, when Lind, Blane, 
and Trotter in turn pleaded for a regulation sea-habit. At 
length, from the weight of medical pressure, it was made com- 
pulsory for all new entries to be stripped, scrubbed—their 
rags destroyed—and then re-clad in clean apparel supplied by 
Admiralty “slop ships.” Since 1789, thanks to Middleton, the 
comptroller, special ships were set aside to accommodate new 
entries during the first few weeks of their Service career. The 
third chapter concerns the regularization of the quantity, cut, 
and pattern of the clothing issued—-the story of naval uniform, 
in fact. Two factors brought this about: the institution of 
continuous service in 1852, and the Grog Committee of 1857. 
checking the practice of men going ashore and bartering their 
kit for rum. The Uniform, Committee of 1858 followed the 
precedent of the French marine of two vears before, and 
enacted that every seaman should have so many articles of 
naval dress, of standard quality and appearance. The Uniform 
Committee of 1890 reopened the subject and made More recom- 
mendations along the same lines. This stage of preoccupation 
with uniform design, badges of rank, buttons, and gold lace 
lasted until the outbreak of the present war. 

Since 1939 we have embarked upon the fourth chapter, which 
deals with the organized science of clothing as a means of pro- 
tection against climate, flash, bullets, insects. gas, and other 
nocuous influences. This novel subject of clothing physiology 
may be considered in greater detail. 


Clothing for Cold Climates 


In the Royal Navy special expeditions must have always 
demanded special clothing, and indeed the Service has for long 
played an important part in advising upon the appropriate dress 
for polar explorers. Their counsel must have largely been 
empirical, founded upon the experienees of generations of 
explorers and the usages of local inhabitants. The need for 
special cold-weather clothing in the Navy would seem obvious, 
and yet, judging by the complaints lodged by Blane and others, 
no adequate routine provision was made in the old days for 
the exigencies of the climate. Even as late as 1890 evidence 
was presented to the Uniform Committee that all was not well, 
for we read: “Jt is often quite pitiable to see the men... 
although they have piled on so many articles of clothing under 
their serge frocks that they can hardly move, crouching under 
the lee of funnel-casing, etc., shivering and shaking ail over. 
... The want of giving due importance to this subject has 
resulted, there can be no doubt, in our men being old and 
rheumatic when they ought to be in full vigour. . . . Had pro- 


* Being the Croonian Lectures delivered to the Royal College of 
Physicians, July 10 and 12, 1945. 


tective clothing been compulsory and not optional, the spectacle 
of men spending their leave on a bed of sickness wou!d not have 
been such a commonplace.” 

The Arctic operations of this war have focused attention 
upon this problem and have also led to a vast improvement in 
the nature of the clothing issued. The Canadian cold-weather- 
clothing trials held during the winter of 1943-4 form a landmark 
in this study. and gave an opportunity for a field test of the 
comparative merits of the Navy, Army, and Air Force clothing 
used by the British, Canadians, and Americans. 

Field tests show tha: cold-weather clothing must be flexible 
enough to suit a number of different circumstances. There are 
problems of dry cold versus wet cold; still air as opposed to 
high-velocity winds ; sudden rises of temperature which, though 
occurring in the lower part of the scale, are as great a contrast 
as between a spring morning at home and a tropical midday. 
Lastly, there are the differences between men engaged in heavy 
work and those who stand inactive on look-out ; and an impor- 
tant intermediate group whose exertions are interrupted by 
short stand-easies in the open. 

The role of cold-weather clothing is one of heat regulation 
it forms a protective insulation which retards heat exchange. 
This is brought about in various ways-—partly by the therma! 
properties of the fabric itself, partly by bodily heat production 
caused by the heavy clothing, but mainly by the garments trap- 
ping insulating layers of warm air—the so-called ~ private 
climate.” When clothes become wet, either from sweating or 
from outside, the insulatory action suffers enormously, for 
water has 240 times the thermal conductivity of air and 3.000 
times its heat capacity. 

A. P. Gagge, A. C. Burton, and H. C. Bazett have made an 
ingenious attempt to form a scientific vocabulary for discussing 
the thermo-regulatory function of clothing. They start by 
assuming that the sensation of environmental comfort depends 
upon the temperature of the skin. as suggested by the tradi- 
tional table drawn up by Vincent. It is, of course, open to 
question whether this is not an over-simplification of the prob- 
lem, by ignoring cortical mechanisms which participate in the 
feelings of warmth and of cold. Nevertheless, it may perhaps 
serve as a working hypothesis. They suggest that the optima! 
average skin temperature conducive to comfort is 92° F. 
(33° C.). A person seated at rest and in a state of thermal 
comfort has a metabolic activity of 50 calories per hour per 
square metre of the surface area. This unit they call a 
“met.” For a man of average size this is about the same 
thermal output as that of a 100-watt lamp. The same indi- 
vidual when standing has a heat production of 1.5 met (or 
75 cal./m.?/hr.), and walking fast on the level, 4 met (or 200 
cal./m.*/hr.). The amount of insulation (as afforded by clothing) 
required to keep such a sitting-resting subject comfortable in 
a normally ventilated room (air movement 20 ft. min. at a 
temperature of 70° F. (21° C.) and a humidity less than 50°.) 
constitutes the unit measurement of insulation, which they call 
a “clo.” One clo equals the insulating value of everyday 
clothing, or the value of a heavy top-coat alone. In cold 
environments the additional clothing needed to maintain com- 
fort may be reckoned in terms of 2 clo, 3 clo, and so on. 
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Doriot says that 4 clo is the greatest thickness of clothing in 
which a soldier can work ; and 8 clo is the maximum he can 
carry as siceping-gear. 

Ihe conception of a clo unit is attractive by its very simpli- 
city. Wt recalls the traditional Chinese description of cold 
weather in terms of a “ one-coat” or a “ two-coat” day. Per- 
haps it is too simple, and may vary and err like other biological 
measurements based on subjective sensations translated into 
speech. The factor of acclimatization is not catered for. For 
greater accuracy one must resort to the physical laboratory 
and compute the insulation values of a particular textile from 
the density, thickness, and thermal conductivity of the fabric. 

Among the physical properties of clothing which matter in 
heat regulation there is the density of the textile, the looseness 
of the weave, the thermal conductivity, and the hygroscopic 
value of the fibres. These properties affect the permeability 
vf the cloth to aur, to water, and to water vapour, and its power 
of heat storage. Fabrics which are hygroscopic—e.g., wool, 
silk, rayon are thereby minor sources of heat until equilibrium 
is reached between the garment, the body, and the environ- 
ment. The age of a garment, its cleanliness, and its reaction 
to repeated wetting or washing, all affect thermal conductivity. 
Colour has a bearing upon the heat-absorbing powers. Conse- 
quently the value of a particular material as a protection against 
cold is influenced by a number of factors. For example, Siple 
has compared blanket cloth (15.1 0z.) with melton overcoating 
(22.8 oz.): though the former is 30°) lighter than the latter 
it has 1.4 times more insulation value. But as it is 4 times 
more permeable to air its protection in moving air is low. If, 
however, a layer of poplin (8.9 0z.) is put outside the blanket 
the weight now becomes the same as the overcoating. In still 
air its insulation value is now double that of the overcoat 
material, while in moving air its resistance is nearly 3.75 times 
as great, 

As a means of protection against cooling by radiation and 
conduction wool is both efficient and economical. Protection 
against cooling by moving air calls for a shell of a closely 
woven, light-weight, water-repellent cotton fabric —e.g., those 
known eponymously as Wordie, Grenfell, Fison, Byrd, or 
Shirley cloths. 

Pur is the characteristic wear in polar climates. Eskimos 
use only two garments the inner one of caribou with the hairs 
towards the skin, and the outer one with the hairs directed 
externally. Fur comprises in volume only 2°. solid matter and 
98% air. Its biophysical effects are analogous to wool and 
poplin juxtaposed, in that an insulating layer of warm air is 
imprisoned within the hairs while a wind-impermeable layer 
is formed by the hide. But for general purposes iur is much 
too heavy, and its scarcity would in any case preclude its use 
in the Service. 

For those who must do hard physical work tn environments 
of intense cold. and especially if intervals of inactivity recur, 
the Brvnie (or Brun) system of clothing has much in its favour. 
It as the traditional clothing of the Norwegian ski-troops. The 
Brynie set of garments consists of a loosely woven string vest. 
worn beneath a wind-proof jacket with wide sleeves, a zip- 
fastener opening. and a hood. Sometimes a lining of fine-mesh 
tishing-net is worn beneath trousers made of the same wind- 
proof material as the tunic. Mittens and a képi type of cap. 
also lined with fishing-net, complete the outfit. It is important 
that this system of clothing be adopted in its entirety, for there 
is MO special virtue in wearing Brynje vests as compared with 
any other loose-meshed undergarment without the rest of the 
outtii, Se long as the wearer is exerting himself and producing 
heat the hood is lowered and the zip-fastener undone. When 

ta standstill the hood should be raised and the tunic fastened 
ughtly to the neck 

The advantages of such a system of clothing might be con 

the case of naval landing parties and of Roya! 
Marines operating ashore. The Brynje system is not likely to 
be of much value to personnel afloat, except perhaps the stoke 
Yraneh 

beheved that at) F. in sull air Tt clo of insula- 
Gon ots required to conserve body heat. Watch-keepers in 
severe Arete weather will therefore need a different system of 
clothing. The Navy has adopted and modernized the pattern 
of the anarak. or the traditional Eskimo garment ‘his com- 


siderable 


prises a long smock of duffel cloth furnished with a hood and . 


covered with a layer of windproof material—e.g., Grenfell 
cloth. Long-haired fur—wolverine or musk-rat—edges the 
hood. Trousers of wind-proof fabric are worn over the ordi- 
nary serge trousers. Such a garment is especially useful in 
conditions of dry intense cold, and perhaps less suitable for 
the driving wind and wet of a North Atlantic gale. For this 
latter type of weather a one-piece suit would be desirable. One 
of the chief difficulties about winter clothing in ships is that 
bulkiness makes it difficult to clamber through hatchways. The 
same applies to tank crews operating in severe cold. There is 
a scope, therefore, for a one- or two-piece padded (or wadded) 
suit like the winter garments of the Chinese or Russians, but 
made of modern closely woven fabric, lineé with a light-weight 
heat-insulating flock—e.g., kapok, aerogel, or bubbfil. Most 
difficulty is found in the choice of protection for the hands and 
feet. For walking through crisp snow there is much to be said 
for the Russian “ valinki,” or high boots of felt. Unfortunately 
they are unsuitable in the wet even when covered by a rubber 
galosh ; hence their value in the Royal Navy is limited. Ordi- 
nary rubber and leather sea-boots are most inadequate in very 
cold weather. The foot-gear worn by Arctic dwellers 1s much 
better—e.g.. moccasins, mukluks, finneskos, and kamliks. The 
last, made of untanned sealskin with the hair close-shorn and 
sewn with reindeer tendon, are almost ideal, though for ship- 
board wear they need wooden or leather soles. Kamliks are 
already in limited use in the Service, and were the supply prob- 
lem simpler they might now be in general issue. The choice of 
gloves turns on the question whether the rating is called upon 
to carry out finger manipulations or not. If so, there is much 
to recommend a glove made of rayon or silk, worn beneath a 
fur mitt. According to Doriot, 2 clo is the most that can be 
worn on the hands and dexterity still be retained. Otherwise 
a duffel cloth mitt covered by a loosely fitting seal-leather outer 
one is most suitable. Separate “ trigger-finger ” compartments 
are not approved. 

Eskimos make considerable use of the insulating properties 
of dry “* senne-grass,” which they stuff inside their gloves, boots, 
and pockets. This practice might be adopted and improved 
upon by using a more efficient light-weight plastic. 

Electrically heated suits, as used in the R.A.F., have been 
seriously considered for naval wear. Watch-keepers in exposed 
positions, unable to move about to,keep warm and too cramped 
to wear many layers of clothing, might be made comfortable 
and more efficient by such means. Director crews in the con- 
trol tops, and perhaps look-outs upon an open bridge, are in 
mind. The various technical difficulties are not insurmount- 
able. To the physiologist one of the problems concerns the 
correct placing of the heating elements within the suit—whether 
to warm the trunk, the extremities, or both. Overheating must 
be avoided, lest the wearer become somnolent. 


Clothing in the Tropics 


Let us now turn from Arctic to tropical clothing. In this 
connexion nothing is more striking than the contrast between 
the practice a generation or so ago and that which obtains 
to-day in ships on tropical service. During Victorian times, 
and even within the memory of many serving officers, it was 
usual in the Persian Gulf in the hottest season to wear high- 
necked uniform, thick underwear, topees, and spine-pads. The 
ratings’ white ducks were heavy, cumbersome, and uncomfort- 
able. Disciplinary action was taken against those who ventured 
on deck without sun-helmets. “ The best dress in a hot climate. 
for working, and in boats is a check shirt with collar over a 
Hannel” so wrote Admiral Commerell in 1889 

Admiralty Fleet Orders, and especially those issued from 
the East India Station, display the gradually changing opinion 
about correct tropical wear. In 1871, we read. officers must 
wear waistcoats if they elect to leave their frock-coats un- 
buttoned. We find that in 1893 the signal might be made in 
hot weather, “Off jumpers.” In 1912 singlets instead of 
flannels were permitted on occasion in the Persian Gulf. In 
1921 the sennet hat (i.e., the characteristic sailors’ straw hat) was 
abolished. In 1925 shirts were allowed instead of tunics, and. 
at the discretion of the senior officer, ratings—but not duty men 
—might be excused jumpers. In 1932 officers’ tropical rig com- 
prised tunic, shorts, and black stockings. 
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To-day ratings afloat in the Tropics wear shorts and sandals, 
and usually nothing else, even on their heads. Officers may 
wear the same. In boiler-rooms, of course, light clothing 1s 
worn to protect the skin against the intense radiation of heat. 
Ashore, officers and ratings wear, as “ tropical rig,” cap, shirt. 
shorts, white stockings, and shoes. Sun-helmets and dark 
glasses are virtually never seen, and the spine-pad, which sur- 
vived as an extra strip of material sewn into the rating’s shirt, 
‘has gone by the board. Contrary to all prognostications, the 
health of the Navy has improved since this scanty rig became 
the custom, especially as regards prickly heat and boils. 

What is the reason for such a change from overdress to 
comparative nudity ? In the first place it is largely sociological. 
Sailors nowadays share with the rest of the community a high 
standard of living and of personal hygiene. Scanty comfort- 
able wear is now a hall-mark of emancipation, social security, 
and enlightenment. In part, overdress in the Tropics was bound 
up with the idea of protection against chill and the * dry belly- 
ache.” The high incidence of fever in the eighteenth-century 
Navy was at times ascribed to a drop in temperature after 
sundown, but it is obvious that unrecognized cases of malaria 
were chiefly at work. To protect against the perils of the mias- 
mata, flannels and woollens were worn in the Tropics, especially 
by boat crews at night. Traces of this belief linger in the 
cult of the cholera belt as a protection against tropical infective 
enteritis. 

Some of the blame must be laid on the naval executive, and 
on Admiral Lord St. Vincent in particular. Like many other 
high-ranking laymen, he held strong but peculiar views on 
medical matters. In a Fleet Order of Oct. 13, 1810, we read: 
“ Confident as the Commander-in-Chief is that many consump- 
tive cases might be prevented and others mitigated by timely 
application of flannel next the skin in catarrhs, coughs, and 
common colds, he most seriously exhorts the captains of ships 
comprising the fleet under his command to inculcate this doctrine 
in the minds of their surgeons, who, from caprice and passive 
opposition to every wholesome regulation, grossly neglect this 
important duty.” Naval medicine suffered as the result of this 
lay interference ; for the surgeons—startled into acquiescence-— 
fell into line, and for a time actually became the chief exponents 
of this cult. 

Thus, during the Committee stage of the 1890 Commission on 
Clothing, opinions were sought as to the most suitable rig for 
the Trgpics. The staff surgeon in H.M.S. Hercules testified that 
“cholera belts made of two thicknesses of best flannel, over- 
lapping in front, and secured by strings, and well quilted, 
would in my opinion prevent an enormous amount of diarrhoea, 
enteritis, and even dysentery inboard ship, especially in 
the Tropics.’ Another offender was the then Medical Director- 
General, whose ex-cathedra recommendations for the Tropics 
comprised: flannel with sleeves reaching half-way to the wrists, 
and flannel underpants coming below the knee in order to protect 
the joints against rheumatism ; and a modified sun-helmet on all 
occasions, to protect the nape of the neck—" a vital part of the 
nervous system.” 

The scanty dress worn nowadays at sea appears ideal from 
physiological and hygienic points of view, but there is a draw- 
back—-namely. the risk of severe burns during enemy action. 
There is a need, therefore. for some sort of garment which 
will cover ali exposed areas of skin, including face and hands : 
in other words, an action rig which can be quickly donned when 
needed. This rig should be of the lightest possible weight, so 
as to impose the least physical load: it can, if necessary, be 
made of material impregnated against flash. The choice of 
fabric is a wide one, and there is much in favour of a loose 
cellular-weave cotton, so long as it is not worn ashore after 
nightfall. Of greater difficulty is the decision as to the appro- 
priate design, and trials have been made of one-piece garments : 
shorts which can be lengthened to form trousers ; and shirts, 
gauntlets, and hoods stowed close at hand to the ratings’ action 
stations. Common sense enjoins that a certain risk must be 
run, for it would be intolerable to wear an action rig all day 
and every day at sea in the Tropics, whatever its virtues against 
flash. 

But, in addition to this working dress which can be quickly 
transformed into an action rig, the sailor in the Tropics will 
need a shore-going uniform which is smart and cool. It might 
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be required that such a uniform be worn by landing parties 
and sailors on combined operations. Here the chief consider- 
ation is not flash- but mosquito-permeability. The sailor who 
remains ashore after sundown, or whose ship ties up in a 
malarious district, requires that his uniform should not expose 
an undue area of skin, and that the textile should be impervious 
to mosquitoes. This is a property which can be readily tested 
in the laboratory. The cool cellular weaves are thereby ruled 
out. Thick twilis are uncomfortably hot. The fabric of choice 
is therefore one of the tightly woven cottons, such as gaberdine, 
Byrd cloth, poplin, Shirley cloth, or else nylon or a nylon mix- 
ture. Here other but less important factors will decide---e.g., 
water repellency, ventility, ease of impregnation with anti-gas 
chemicals or insect repellents, colour, durability, tropic-proof- 
ness, and lastly, of course, availability. 

With personnel working and fighting ashore, and especially in 
the jungle, lightness of weight assumes added importance. 
Jungle clothing, though primarily a military problem, also con- 
cerns Royal Marine detachments. Every ounce of unessential 
equipment, and any undue heaviness in uniform and eccoutre- 
ment, increases the physiological burden. Considerable atten- 
tion has therefore been given to the determination of the 
relative climatic efficiency of fabrics by studying their influence 
on “the index of physiological effect” (Robinson). Subjects 
are tested in a hot chamber of standard temperature and 
humidity, and walk for a specified time upon a treadmill work- 
ing at a certain speed. The reactions of the subject as shown 
by pulse rate, skin and rectal temperatures, and rate of sweating 
are recorded under basic conditions—i.e., while wearing shorts 
and shoes only. The subjects are then studied while wearing 
experimental uniforms of different textiles. This affords a 
delicate measure of a fabric’s suitability for tropical wear. and 
in general terms it can be said that the physiological load of a 
material varies directly with its weight. 

In the case of seamen and mariners working ashore in the 
Far East it is highly important so to design the working rig 
that not only mosquitoes but also leeches, ticks, and mites are 
excluded. Because of their insinuative properties this is not 
an easy matter, but the control of such a military hazard as 
scrub typhus is largely bound up with adequate covering of the 
trunk and extremities, together with the use of repellents. 

The colour of the garment is of some importance in the 
Tropics, especially when the sun’s glare is intense. At one 
time the suggestion was made that the ideal tropical dress would 
comprise a white outer layer worn over black under-garments. 
But whites, though cool and smart in appearance, need fre- 
quent laundering. They may also render the wearer when 
ashore conspicuous to hostile aircraft. Hence the advantages 
of a blue-grey uniform, which is both light enough to be fairly 
heat-repellent and dark enough for purposes of camouflage. 

Brynje vests of wool mixtures have been tested in the Tropics 
They should be worn beneath another garment, and hence add 
to the physiological load of the wearer. These vests have two 
advantages, however : they keep the outer layers of clothing off 
the skin, so that clammy garments do not stick to it. while 
mosquito-bites are also thus avoided. Brynje vests are useful 
for wear beneath an officer’s white tunic. 

It is not suggested that physiological tests should be the sole 
criterion in the choice of fabrics. Suitability depends upon 
many additional factors. A particular textile might seem ideal 
for tropical wear, being insect-proof and cool, and yet prove to 
be uncomfortable, too flat and smooth, clammy and clinging 
when wet, friable, and subject to deterioration from moulds. 
Light weight is not the only source of coolness. For instance. 
a loose fit combined with a certain rigidity may be an advantage 
in creating a wider air space. The bellows action of a pair 
of slightly starched shorts may give a cooling effect beyond 
that due to weight alone. Even the “ feel” of a textile is signifi- 
cant. Design is most important. and constriction of the body 
and limbs must be avoided not only in Arctic wear (to promote 
free circulation) but also in the Tropics (to avoid prickly heat). 

The procedure in choosing an item of Service clothing for 
the Tropics, jungle, or Arctic should be something as follows : 
First a report as to the. merits and demerits of the items at 
present in use. Next, the selection of textiles and design which 
are promising and which are available in bulk. These are 
made up. Some go to the physiologists for testing as to heat 
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load, insulation value, flash-proofness, and so on. Next come 
mock field trials, whereby troops in this country wear the items 
under conditions which mimic to some extent the terrain or 
environment which will be encountered abroad. Full reports 
are made. At the same time samples are dispatched over-seas 
for testing under genuine Service conditions. Questionaries 
are compiled, and reports submitted by observers sent out 
specifically. Lastly, after a period of, say, six months, the 
experimental items are returned, and examined as to wear 
and tear, deterioration, and so on. Such is the modern and 
common-sense drill which replaces the fortuitous choice of 
Service uniform of earlier times. 


LECTURE II 


The Human Problem in Naval Warfare 


The first lecture mainly concerned the material side of naval 
warfare under climatic extremes and those modifications of 
environment and dress which have been evolved to meet the 
contingencies. One now turns to the human side of the prob- 
lem, a consideration often neglected. As the Fleet developed 
from sail, the personnel changed from simple men engaged 
upon simple tasks to a community of skilled technicians and 
specialists. Instruments and equipment became more and more 
elaborate and sensitive, and mechanical and engineering re- 
search was lavished upon their design, their upkeep, and their 
protection against rough usage. Perhaps attention was focused 
too narrowly upon the instrument and not enough upon the 
man, who, after all, may prove to be the weakest link in the 
chain of efficient function. There is nothing new in this dis- 
crepancy, for it has been a perpetual source of contention in 
the Service. Over 150 years ago Blane was grumbling that 
“ sailors . . . had not the attention paid to them which would 
have been due even to inanimate machines of equal utility, for 
there seemed to be much more anxiety about preserving arms 
from rusting and cordage from rotting than about maintaining 
men in an effective state of health.” 

Two questions may be asked: first, How do men fare who 
have to keep watch while exposed to intense cold or excessive 
heat ? ; and, secondly, How do personnel react after prolonged 
service in polar or tropical climates? The one largely deals 
with mental and physical efficiency and the other mainly con- 
cerns morale. 

On the bridge or weather-deck, or in the control top of a 
ship in the Arctic, a watch-keeper may remain immobilized up 
to four hours, unable to keep warm by exercise. During this 
time he is required to keep alert at some responsible, if not 
vital, task, the temperature being well below zero. Impeded by 
many layers of clothing, he faces a wind of high velocity with 
driving sleet or snow. Gradually the bulky clothing proves 
tiring and burdensome. The high wind makes hearing difficult 
and handicaps intercommunication. Lacrimation and smarting 
of the eyes impair visual acuity. The northern twilight and the 
mist may combine with fatigue to produce visual illusions, so 
that a look-out may mistake a breaking top for a bow wave 
or the wake of a periscope. The pain of the intense cold pro- 
duces a general sensation of distress, which, as it continues, 
more and more dominates consciousness. In this way attention 
becomes distracted; the victim becomes slow and inaccurate 
in perception and performance. A mood of depression may 
supervene. though irritability is the commonest effect. Finger 
movements become clumsy, either through numbness from 
cold or because of the cumbersome Arctic handwear. Lastly, 
somnolence is common, and may become overwhelming when 
the rating comes off watch and goes below to his warm mess- 
deck. 

The contrasting picture is that of a rating in the Tropics. 
trying to maintain vigilance while crouched in some minute 
compartment, with a dry bulb standing at 95° F. (I have known 
it to be 110° F.) and a wet bulb at 85° F. There may possibly 
be some near-by electrical apparatus which itself is generating 
heat to the figure of some 1 to 1.5 kilowatts, which is almost 
equivalent to the amount of heat that would be given off by 
15 men at rest. He may be naked except for shorts ; his body 
is streaming with sweat, and in addition he is probably covered 
with the irritating rash of prickly heat, perhaps secondarily 
infected. Hot nights—precluding regular sound sleep—diar- 
rhoea, toe-rot. otitis externa, and other maladies and discomforts 


have perhaps already left their mark, and he has to cope with 
an exacting, boring, but highly important task. 

One may quote the description afforded us by Burdon, the 
medical officer of a Persian Gulf sloop: 

**In addition to monotony and strain, the fierce climate played 
a major part in producing neuroses. The summers of 1940 and 1941 
were very humid and hot, with malaria in addition in 1941. In 
June, 1941, for example, the forenoon temperature in the sick-bay 
was about 110° F., although the deck above was wooden and kept 
wet. Sometimes it was midnight before the thermometer registered 
less than 100° F. The evening fall of temperature was offset by 
the relative increase in humidity, so that the only respite from 
sweating profusely came between midnight and morning. Even so, 
it was usual to wake up on a mattress sodden with sweat... . The 
wet bulb in the shade on deck showed maximum recordings of just 
over 100° F. on three occasions. It is usually regarded as impossible 
to work under these conditions, but work went on for weeks on 
end until the cooler weather arrived. The usual rig was a pair of 
shorts and sandals, and these were permanently wet where they 
touched the body. Sweat dripped from the elbows, fingers, nose, 
and chin, and ran in a rivulet down the spine. It was a difficult 
task to write a letter without smudging it. A copious fluid intake 
was of course a necessity, and everyone suffered from sweat rashes, 
often with sepsis. A journal referring to this period mentions the 
‘repeated and powerful mental irritation induced by humidity, heat, 
and flies.’ Such conditions engendered in most subjects an irritable 
despair, which cannot adequately be described. . . . Nearly every- 
body lost weight, some as much as a stone. Physical illness was 
common, and during the worst period as many as 10% of the com- 
plement were off duty sick at one time. In the worst quarter 43% 
of the total complement had an illness lasting or an average 7 to 14 
days. The main causes were malaria, septic infections, and heat 
exhaustion; all were related to the climate. Accident-proneness was 
also raised during the hot weather. . . . Mood was worst when the 
climate was worst.” 


To justify drastic improvement in habitability it is net enough 
merely to assert that inefficiency occurs: it must be d2mon- 
strated, measured, and, if possible, correlated with the thermo- 
meter scale. The problem must be put on the very firmest 
scientific basis. Three approaches are open: (1) a comparison 
with experiences in industry ; (2) field studies—i.e., in ships ; and 
(3) laboratory tests in environments of severe cold or heat. 


Habitability : Comparison with Experiences in Industry 

Industrial data are to some extent tied up with experimental 
studies. Comparisons are hindered by the non-uniformity of 
the environmental standards adopted. (i) Using dry-hulb read- 
ings, Huntington found the optimum temperature for factory 
workers to be 60 to 65° F. Bedford found that 15°, more 
work is done at 68° than at 75° F. Cadman said that work in 
coal-mines was impossible at a saturated temperature of 86° F. 
McConnell, Houghton, and Taylor asserted that a saturated 
temperature of 90° was the upper limit for a man at rest, but 
Dreosti found that fit and acclimatized persons could do light 
work even at a saturated temperature of 95° F.—though he 
did not mention how long or how well they worked. (ii) Judg- 
ing by isolated wet-bulb figures, Wyatt noted a falling off in 
the output of cotton-weavers above 73° F. The Cotton Cloth 
Factories Regulations (1929) required that artificial humidification 
must cease when the wet-bulb temperature exceeded 72.5° F., 
and enacted that all work must stop should the wet-bulb tem- 
perature be above 80° F. Caplan found that working effi- 
ciency dropped rapidly in gold-mines over 92° F. and that 
it virtually ceased at 97° F. (iii) Using the terminology 
of “effective temperature” Vernon and Bedford found a de- 
creasing output in coal-mines as the figure exceeded 66° F. 
According to Yaglou, twice as much work was done at 70 as 
at 93°, and Liberson and Marques found the work capacity 
halved in changing from 91 to 97°. At 95° (Yaglou) mechanical 
efficiency suffered, especially for heavy work. (iv) Employing 
dry- and wet-bulb katathermometry, Orenstein and Ireland 
noted impaired efficiency in the Rand gold-mines when the cool- 
ing power was less than 6 (dry) or 16 (wet). At cooling powers 
of 1.5 and 5 respectively the production was only 55°... (v) Air- 
conditioning of offices has been noted many times as leading to 
better performance, but the enhanced efficiency has rarely been 
measured. Workmen building the Boulder Dam suffered 
severely from heat during the first year, with 15 deaths from 
heat-stroke. Next year, when their dormitories were air- 
conditioned, there was a marked improvement, with no deaths 
and only 5 cases of cramp. The output of a factory in Manila 
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was increased by 28% by air-conditioning. (vi) Lastly, increased 
air movement has been shown to give results. In the gold- 
mines a small fan giving 2,000 cu. ft./min., placed 10 to 20 feet 
away, increased output by 46%, (Orenstein and Ireland). Lee, 
Reid, and others showed that the physical well-being of tank 
crews in the Tropics was improved by spot-cooling with ambient 
air, and more particularly with cooled air; and still further 
when air—especially cooled air—-was introduced beneath the 
clothing by means of a hose. ‘these industrial studies have the 
drawbacks of intangibility, the terms “ light work ” and “ heavy 
work ” not being always clearly defined, details of clothing and 
water consumption not being given, and environmental stan- 
dards being ill established. The other defect is a paucity of 
data as to work in cold conditions. Indeed, almost the sole 
available information relates to an increased accident rate in 
munition workers in the last war, when their factories were 
kept at a low temperature. This was ascribed largely to loss of 
manual dexterity. Moreover, there is very little information 
as to mental work. Almost the only information comes from 
Huntington, who found that the scholastic performance of U.S. 
naval and military cadets was lowest during both the hottest 
and the coldest seasons, and highest in the spring and autumn. 
Kuno noted that mental work was especially tiring in-very hot 
atmospheres—an observation which he ascribed to the known 
inhibitory effect of mental exertion on the sweating produced 
by high temperatures. 


Field Studies (Ships) 

That inefficiency occurs at sea in all these foregoing uncom- 
fortable circumstances can scarcely be doubted, though to 
demonstrate the point may not be easy. It may be that in 
the excitement of action the shackles of apathy and lassitude 
are thrown off and performance returns to normaf. The same 
temporary improvement may happen in a laboratory when a 
subject is given an actual psychometric task. 

Wireless sending and receiving would be a good index of 
efficiency, for any deterioration would soon become obvious. 
Thus in transmitting messages the speed of sending might drop. 
More errors and corrupt signals might be expected to creep in, 
with a tendency to lengthen the dashes and to accentuate the 
dots. Wireless receivers would perhaps betray their inefficiency 
by their posture, their untidy penmanship, and a tendency to 
miss the first few words of the signal. 

Engine-room ratings are_noticed to be sleepy and lackadaisical 
in very hot weather, and when off watch they turn in rather 
than read, write. or play cards. In submarines, before the 
introduction of coolers, personne] sometimes made silly errors 
and omissions. Two medical officers taking records in a hot 
and stuffy shell-handing room found difficulty in making cor- 
rect arithmetical calculations. The ship surgeon may find it 
difficult to embark on the writing-up of his quarterly report. 

In the gunnery division there may be a premature flattening 
out, if not a decline, in the learning or working-up curve, which 
usually ascends steadily after a ship has commissioned. Men 
engaged in heavy tasks may flag in the heat to the extent of 
retarding the work of others. It may be necessary to open the 
hatches periodically while at action stations, and to detail hands 
to stand by to close them in an emergency. While ammunition- 
ing ship minor accidents are not uncommon, and these occur 
more often in the Tropics. 

The foregoing field observations relate to tropical conditions. 
but would largely apply also to the Arctic. Extremes of 
temperature produce psychological effects which are compar- 
able, both being in great part due to the distracting influence 
of intense discomfort. In the cold the greatest effects would 
be on personnel who are immobilized and who are on the 
alert to pick up a chance visual or auditory stimulus (asdic, 
radar, look-out personnel). Men whose work entails physical 
exertion —e.g., shell-handers, stokers—will suffer far less than 
in the Tropics. H. G. Armstrong has described the sequence 
of events in airmen. Restlessness, discomfort. impaired tactile 
acuity, numbness, and clumsiness of movement are accom- 
panied by distracted attention, mental distress, loss of morale. 
indifference, or distaste towards the operational mission, leading 
to a tendency to panic. Stupor and death would supervene in 
those extreme circumstances. M.C. Grow describes the mental 
symptoms of exposure to cold as beginning with disordered 
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judgment, a distortion of the intellect, leading to incoherence, 
confusion, and eventually to a fatal coma. The author believes 
the cerebral symptoms in states of cold are due to anoxia, and 
not to the release of histamine-like toxins into the blood. 


Laboratory Tests 

To gather scientific evidence it has been necessary to carry 
out efficiency tests under laboratory conditions. Within a hot 
chamber, wherein high levels of temperature can be attained, 
one studies the physiological reactions of naval ratings upon a 
treadmill adjusted so that their work reproduces the energy 
expended in any of their duties afloat. But nowadays most 
sailors might be classed as sedentary workers, and their jobs 
are skilled psychomotor and psychosensory activities rather than 
hard muscular work. Hence one installs in the hot room mock- 
up instruments which duplicate the principles of ordinary naval 
tasks in such a way that speed and accuracy can be recorded 
and inattentiveness and irritability noted. Such experiments are 
under way in the Department of Experimental Psychology. 
Cambridge, and will be carried out in a naval establishment 
in the Tropics : while the U.S. Navy are working along similar 
lines at Bethesda. 

Again it is noteworthy that there is a dearth of experimental 
psychological study of performance in environments of severe 
cold. 

It is not iniended to deal here with the physiological effects 
of heavy work in hot atmospheres—a subject so thoroughly 
studied by workers in Boston, Philadelphia, Brisbane, Johannes- 
burg. and the University of Indiana. For the Royal Navy 
there is the important work under way at the National Hospital. 
Queen Square, by Carmichael. McArdle, Weiner, and others. 
My own interests lie more in the researches into psychological 
efficiency of ratings under various test conditions. Examina- 
tion first under average temperate environments measures the 
inefficiency due to fatigue, and determines the effect of correct 
seating, lighting, instrument display. and the influence of such 
factors as rest, water, salt, food, and such drugs as benzedrine 
and pregneninolone. The optimal duration of watches and 
tricks—a question hitherto treated empirically—can now be 
answered scientifically. Such experiments are then repeated in 
hot rooms where the effective temperature can be regulated 
and maintained as desired. The subjects can be kept continu- 
ously in these hot atmospheres, for a week or two if desired. 

It is not yet permissible to describe the researches of the 
Cambridge school. The work of Prof. F. C. Bartlett and of 
the late Dr. Craik, Mackworth, and Cameron will not be 
revealed until the war ends, but already important Service appli- 
cations have emerged. Some interim data may be quoted with- 
out indiscretion. Bartlett's study of fatigue accruing from 
elaborate and highiy skilled work can serve as an index of 
what probably occurs in hot environments. He points out 
that there may be a progressive and unnoticed raising of the 
threshold range, an increasing inaccuracy of timed response. a 
dissociation of performance and of stimulus units. The sub- 
ject’s insight grows more and more defective. He becomes 
worried, irritable, and obsessed with his physical discomfort. 
“He is at once more optimistic about his performance and 
pessimistic about his state.” 

This unawareness of inefliciency is of extreme importance 
in naval warfare. Officers and ratings. without realizing it. 
may be losing efficiency ai ! yet scorn the suggestion. Physi- 
ologists will recognize a similar unconscious impairment of 
performance both in states of anoxaemia and in CO. poisoning. 

Efficiency in an individual may matter little, but when that 
person is a vital link in a chain then the small error may become 
highly significant. True, one can rouse oneself from the apathy 
engendered by heat to give an ultimate performance which may 
be adequate. But such a recourse to reserve capital cannot go 
on indefinitely, and toleration might lead to a dangerous com- 
placency. The personal loss of efficiency during fatigue may 
be projected, and. as Bartlett showed, the individual may blame 
the instrument rather than himself. This process of extero- 
jection may ultimately jead to a lack of the man’s confidence 
in his machine, an increasing preoccupation with his physical 
discomfort. discontent, and eventually an impaired morale. 

(These lectures will be concluded in next week's issue. which 
will contain a list of references.) 
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A CRITICISM OF THE BASSINI OPERATION 
AND ITS MODIFICATIONS 


BY 


GEORGE B. MAIR, M.D., F.R.F.P.S., F.R.C.S.Ed. 


Surgical Registrar, Woodend-Oldmill Emergency Hospitals, 
Aberdeen 


In 1883 Bassini published the description of his operation for 
the repair of inguinal hernia. It constituted a real advance in 
the surgical treatment of hernia at that time, and has since been 
in common practice. During the past 20 years many have 
inquired into the rationale and results of the operation, and 
there has been a tendency on the part of more and more people 
to criticize it adversely. 

A schoo! of thought has arisen following upon the work of 
Hamilton Russell (1906, 1922, 1925; Ogilvie, 1937) which 
teaches that, for those cases of indirect inguinal hernia in 
which the sac is congenital, the muscles of the canal powerful, 
and the muscular rings competent, it is better to perform a 
modified operation consisting of simple herniotomy and with 
as little disturbance to the integrity of the canai as possible. 
Where there is an indication for repair, preference is given to 
fascial sutures or a fascial graft. The exponents of this schooi 
of thought condemn the Bassini operation, and their views con- 
trast strangely with those of many reputable surgeons who find 
it satisfactory. The exchange of correspondence in recent issues 
of the Journal has raised the old question of hernia repair 
again, and has prompted me to write this paper, in which the 
Bassini operation is discussed on the basis of the experiences 
of many workers that have been published during the past 62 
years. The operation is here considered from the point of view 
of theoretical soundness and practical results. The statistics 
given have been taken from papers in which the authors’ claims 
as to recurrence rates appear to be accurate, follow-up of the 
cases has been carried out, and the criteria of cure have been 
exacting. 

In a paper published by Randall (1930), Deaver, professor 
of surgery, University of Pennsylvania ; Harvey, chief surgeon 
in New Haven (Connecticut) Hospital ; McGuire, professor of 
surgery, Vanderbilt University, Nashville, Tennessee : Phemster, 
professor of surgery, University of Chicago ; White, surgeon to 
Washington University, Washington, D.C.; and Morgan, of 
Tahon Springs, Florida, all condemn the hernia operations of 
Bassini and his successors in letters to Randall which are quoted 
in his article, and admit to a 25° recurrence rate on the average. 
Cowell (1930) stated that “ the Bassini operation is now obsolete 
and only of academic interest.” 

On the other hand, a great deal of confidence is reposed in 
the Bassini operation by many workers (Farr, 1927), and some 
even claim only 2 or 3°, recurrences with it. A great gulf 
separates the two extremes of thought. Some idea of the value 
of the Bassini operation and its modifications to-day may be 
gained by an examination of the writings and experiences of 
the last half-century. 


Multiplicity of Modifications 

One of the most damaging pieces of evidence which can be 
laid against the Bassini operation — the fact that so many sur- 
geons have adopted their own modincations. The reason for this 
surely must be that in their hands the results of the Bassini oper- 
ation were unsatisfactory. Unfortunately, none of the modi- 
fied operations give uniformly better results than the original 
(Turner, 1937). In an extensive survey of the literature | have 
found over 70 modifications of the original Bassini. Many of 
these are almost identical and have been claimed as original 
by their designers, unaware that others at an earlier date had 
tried the method and found it wanting. No useful purpose 
is gained by listing those many suggestions, but it may be said 
that they have concerned each and every possible anatomical 
structure in the region of the inguinal canal, and altered each 
structure in Ways as ingenious as they are numerous. But most 
of the modifications have one common factor an attempt at 
union between the conjoined tendon and Poupart’s ligament. 
It is reasonable to believe that in that step may lie the reason 
for the indifferent results found by so many people. 
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indications for Reinforcing the Posterior Canal Wail 

In a small or moderate-sized indirect hernia, where the 
muscles are undamaged by distension and the rings are sound, 
the posterior wall of the canal is generally found at operation 
to be strong enough to fulfil its functions of support. Why, 
then, should any endeavour be made to strengthen it? In cases 
where the sac is of the congenital type, or where the history 
leads one to believe the condition is congenital, if the muscles 
are sound there is no need to strengthen them. Nature is better 
than man at guarding anatomical danger spots. In any case 
75°, of the recurrences after Bassini operations take place at 
the internal ring—the spot, or one of the spots, which the oper- 
ation has been designed to protect (Turner, 1937). In many 
cases the precipitating cause of the hernia lies probably in some 
unexpected strain imposed on the internal ring taking the muscle 
sphincters unawares. If the congenital sac is removed in these 
cases, any tear of the fascia transversalis repaired, and the 
lateral pillars of the internal ring sutured to narrow the open- 
ing, the probability is that a good result will be obtained 
(Fallis, 1936). 


Abnormalities of the Conjoined Tendon 

Support requires to be given to the posterior wall in all cases 
of direct hernia, and in those in which the muscles are weak 
and stretching of the canal has followed. But in these circum- 
stances the conjoined tendon is generally also atrophied to a 
greater or less degree, and is unsuitable as a medium for support 
to the weakened area. Moreover, it may not insert into the 
pubis, but may show an abnormal insertion into the rectus 
sheath some distance above the pubis. This type of abnor- 
mality has been discussed by Polya (1906, 1912), Fo!des (1920), 
and Skillern (1922), and 1s more frequent than is commonly 
realized. 

In a series of 100 consecutive operations by myself upon 
the inguinal canal for primary indirect inguinal hernia, the 
nature of the insertion of the conjoined tendon was noted. In 
46 cases the structure could be observed attaching to the pubis 
and forming a stout posterior wall to the medial part of the 
canal. In 20 the tendon inserted into the rectus sheath at least 
1 in. above its lower extremity, and in the remaining 34 the 
tendon was inserted to the rectus in its last inch. In 15 of these 
there was poor connexion, by atrophic fibres, to the pubic crest. 
Therefore, in only 46%, of cases in that series were the correct 
anatomical findings, as described by Gray (1942), found to be 
present. In 20°, the insertion of the conjoined tendon was 
abnormal, and in the remaining 34°, abnormality to a greater 
or lesser degree existed. 

It may be argued that, in the cases examined, abnormal 
anatomy was sure to be found owing to the presence of a hernial 
sac, and that this in effect produced the abnormality. As 
against that argument it may be stated that those cases which 
showed the abnormal insertion of the conjoined tendon were 
in cight instances associated with small sacs and that the oper- 
ation performed was simple herniotomy. Six of the remaining 
i2 were associated with large herniae in which it was not pos- 
sible to distinguish cause from effect, and the remaining six 
were classified as moderate in size. There a repair was per- 
formed, but it was considered that the presence of the hernia 
had not caused atrophy of the conjoined tendon, and that prob- 
ably the abnormality described owed nothing of its origin to 
the hernia. 

Thus, even where there is an indication for strengthening the 
posterior wall, the Bassini operation is unlikely to give a satis- 
factory result owing to the poor material at hand for use in 
repair. Where the posterior wall is reasonably normal, further 
support to it by a Bassini operation does not give the necessary 
added support to the internal ring or area lateral to the pubis 
(Turner, 1937), which are the fundamental weak spots and sites 
of the majority of recurrences. 

Stein (1942) states that suture of the conjoined tendon to 
Poupart’s ligament is wrong also, because ef the fact that 
nowhere in human economy is muscle used as a buffer, as 
its functions are motion, locomotion, and stabilization. 


Site of Recurrence 
Three-quarters of the recurrences of Edwards's (1943) series 
took place after a Bassini repair. The most common sites of 
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recurrence are : (a) the internal ring: (b) immediately lateral 
to the pubis; (c) through the posterior canal wall (Watson, 
1925). Of these three, only the last is well protected by a 
Bassini type of repair. If the conjoined tendon is atrophied 
or abnormal in its insertion the medial part of the canal cannot 
be effectively guarded, as it is not possible to bring down the 
medial limit of the tendon to Poupart’s ligament. 


Recurrence Rate for the Bassini Operation 


Study of recurrence statistics is interesting. but is confusing 
owing to the wide variations in results of different clinics over 
the world. This applies to statistics regarding any type of 
hernia repair. Very many variable and uncontrollable factors 
influence the statistical analysis. First, the question as to what 
constitutes a recurrence. To the critical eye a small bulge may 
be accepted as a failure, while a larger one may by others be 
considered as within normal limits (Grace and Johnston, 1937). 
Many cases which recur do not return to the same clinic for 
further treatment, and in the absence of an efficient follow-up 
system the recurrence figures for the clinic may be gratifyingly 
low. Certain people state that, this being so, any given clinic 
has its quota of recurrences arising from other places, and that 
these migrant recurrent’ cases cancel each other out from a 
statistical point of view. This is a beautiful thought but not 
sound deduction. 

The question as to length of time after operation before re- 
examination is important. Randall (1930) takes the view that 
success can be based only upon the results of a five-year period 
or over. This is not the general opinion, and Taylor (1920), 
Patterson (1928), Fallis (1940), Joyce (1940), Gould (1940), 
Edwards (1943), and others consider that the vast majority, up 
to 80%. recur within the first year, while many believe that 
the majority recur within the first six months. This is the 
opinion of Coley (1924). My own view is that the recurrence 
rate rises slowly with every year after operation. but that for 
practical purposes the majority of recurrences take place within 
the first year. In my own experience most have recurred within 
six months. 

Many follow-up statistics are based upon a written question- 
ary sent to the patient and returned with his own findings. This 
method is apt to give a low recurrence rate, as a substantial 
number of people are unaware at first that they have a recur- 
rence. Nevertheless, bearing in mind the many variable factors. 
there are published figures which appear to be as accurate as 
is possible, and for the Bassini operation and its modifications 
Table I contains representative figures taken from many dif- 
ferent clinics. The figures are for oblique inguinals. 


Taste t.—Recurrence Statistics for Indirect Inguinal Hernia 
treated by a Bassini Operation 


Surgeon | Operation No. of Cases | ‘ee 
Fallis (1940)... Halsted 1,386 


Modified Bassini | 214 | 
Modified Bassini , French Navy 
i 332 


Fallis (1940)... 
Oudard and Jean (1922) 


— 


Coley (1924) .. .. | Classical Bassini | ‘7 
Massachusetts General Hospi- | Modified Bassini | 0 
tal (Andrews, 1924) | 
Bellevue, N.Y. (Andrews, 1924) | 
Johns Ho; kins, Boston (An- 
drews, 1924) 
London Police 
266 


Max Page (1943) Bassini 

Selinger (1927) : .. | Classical Bassini 2 
Erdman (1923) Soe . | Modified Bassini 1,093 | 
Taylor (1920) .. 816 


YASS Sy 


wx 


Average recurrence rate 


This figure. 11.89, is the average culled from several sources, 
and corresponds closely with the general experience of recur- 
rences for indirect herniae in adult males treated by the Bassini 
operation, classical or modified. 

The technique of a Bassini is more likely in theory to afford 
support to the canal which is the site of a direct hernia. Table I 
gives an analysis of results with direct hernia from various 
clinics. 

The figures of Gibson and Felter (1930), with those of Coley 
(1924), are remarkable for being so much better than those 
of other workers. The explanation for this is hard te seek, as 
it is improbable that they are technically superior to many 
others among their gifted colleagues. There is no evidence that 


CRITICISM OF THE BASSINI OPERATION 


BRITISH 179 


MepIcAL JOURNAL 


TaBLe Ii.—Recurrence Statistics for Direct Inguinal Hernia treated 
by the Bassini Operation 


Clinic or Author No. of Cases Recurrence Rate (°%) 

Erdman (1923) — 16-1 
Massachusetts General Hospital | 1-5 

(Andrews, 1924) | 
Johns Hopkins Hospital (Andrews, — 29:1 

(1924) 
Taylor (1920) .. 77 22 
Watson (1924) .. — 20 
Lyle (1928) 75 13 
Fallis (1940)... 154 11-6 
Bruenor 171 18 
Taylor .. 265 18 
Max Page London Police 25:8 
Gibson and Felter (1930) 427 6°5 

Average recurrence rate 17-6 


Coley and Felter selected their cases, and, according to their 
account, they conduct a thorough follow-up examination at 
least one year after operation. Still, the results they submit 
for direct hernia are superior to those of most other workers. 
One feels that there must be a reason for this which has so far 
not been made clear. If their results are due to the excellence 
of their technique they have much whereon to congratulate 
themselves. 

From an impartial consideration of results from many repu- 
table sources it is shown that the Bassini operation carries with 
it a recurrence rate, on the average, of 11.8%, for indirect 
inguinal hernia and 17.6°, for direct. These figures are too 
high to be satisfactory. 


Union of Conjoined Tendon to Poupart’s Ligament 

It has been mentioned that all the Bassini operations have 
one step in common—union of muscle, usually the conjoined 
tendon, with the inguinal ligament. Therein may lie the source 
of failure, and extensive investigations have been conducted 
into the rationale of this.step in the technique. Doubt has 
been expressed whether satisfactory union can be achieved by 
attempting to unite muscles with tendon. The subject must be 
approached from both the clinical and the experimental point 
of view. It should be noted that the structure described as con- 
joined tendon is tendinous only near its insertion and that in 
the main it is composed of muscle fibres. It extends from the 
internal ring medially to the pubic tubercle. 

Clinically, Edwards (1943) noted at operation on 53 recur- 
rences after Bassini operations that the internal oblique in most 
cases was a thin attenuated sheet of pale-brown muscle, and he 
considered it was unlikely that it could afford much protection 
to the internal ring or the posterior wall. The findings after 
recurrences for simple herniotomy showed healthy muscles 
He concluded that the Bassini sutures lead to muscle atrophy 
and result in a weakening of the canal. The evidence of Max 
Page (1943) supports Edwards’s opinion. Page contrasied his 
figures of 1934, with a 20.5°, recurrence rate after Bassini 
repairs, witn those for 1943, when he had improved his results 
to 12° failures as a result of adopting more conservative 
methods of treatment, and using herniotomy rather than hernio- 
plasty in those early cases in which muscles were sound. More- 
over, in his series there was no selection of cases, and the results 
are a fair comparison, showing improvement only because of 
the new method used in treatment. Turner and Eckhoff (1929) 
give a recurrence rate of 3% for 98 simple hernictomies. These 
compare very favourably indeed with the figures for the Bassini 
lists in Tables IT and II. 

It is not reasonable to blame the attempt at union of con- 
joined tendon to Poupart’s ligament for the high incidence of 
failures unless experimental and pathological evidence confirms 
this. Seelig and Chouke (1923) attacked the problem experi- 
mentally. and found, when they sutured a flap of fascia lata 
in a dog to the underlying muscles. that the sutures were liable 
to cut out. Even where they did not cut out, union took place 
only by means of thin scar tissue which was easily stretched 

Burdick (1928) found that suturing fascia to muscle led to 
healing by means of delicate scar tissue, which developed from 
the areolar membrane investing the surfaces and from the loose 
connective-tissue stroma separating the bundles of fibres. He 


9 


+ 


4 
% 
| | 
| 
| 
| 
| 
| 
4 
ty i ; 
! 
: 
| 
= 
i 


180 Aue. 11, 1945 


CRITICISM OF THE BASSINI OPERATION Barts 


MEDICAL JOURNAL 


stated that the scar is not strong, and if subjected to strain 
slowly stretches. Where linen or silk was used instead of catgut 
the tendency to stretch was not so marked, but often the linen 
cut out and gave the same result as when catgut had been used. 
Scarification of the tissues before stitching increased the density 
and strength of the scar, but prolonged and unusual strain still 
resulted in its yielding. Side-to-side suturing, as when con- 
joined tendon is applied to Poupart’s ligament, never resulted in 
permanent adhesions, but yielded after slight strain. 


MacGregor (1930) has stated that in his opinion muscle will 
not act efficiently when sutured so as to alter the direction of its 
normal line of fibres. Fibrous degeneration, he says, follows 
at an early date. He also believes that firm union is possible 
only when fascia is stitched to fascia or muscle to muscle, but 
not when muscle is stitched to fascia. Koontz (1926) further 
investigated the problem, but failed to verify Seelig and 
Chouke’s findings in their entirety. He showed in one series 
of experiments that muscle did unite to fascia, but only when 
the areolar tissue had been thoroughly removed before suturing. 
The strength of the resulting scar depended on the intimacy of 
contact between the two structures. If this union was not 
close enough, stretching took place at a later date. Rosenblatt 
and Meyers (1928) also succeeded in promoting union between 
muscle and fascia, verifying the work of Koontz, but suggested 
that the main factor in effecting it is tight tying of the sutures. 
This, they said, induces a fibrin reaction which is later trans- 
formed into connective tissue. 

A further contribution by Rosenblatt and Cooksey (1927) 
described the findings in 21 operations on dogs wherein the 


internal oblique or rectus muscle was sutured to the inguinal - 


ligament with silk gut. It was found 40, 60, and 70 days later 
that there was firm union between the muscle and fascia in 
all cases. The union did depend, however, on complete removal 
of all areolar tissue, and the strength of the scar also had a 
relation to the area of the surfaces in contact. They stated that 
to permit the areolar tissue to remain is to invite the situation 
which exists in a joint—that is, non-adherence of insulated 
structures. The union takes place when, by removal of all 
this areolar tissue, there is intimate contact between the muscle 
bundles and the adjacent fascia or tendon. The muscle bundles 
are surrounded by a sheath of white fibrous connective tissue, 
and each muscle fibre has its neighbour bound to it by the same 
element. The entire muscle or group of bundles is also held 
together by white fibrous tissue. The elements for a connec- 
live-tissue union therefore are present, and explain how 
union does take place. The muscle is united to the fascia or 
tendon by scar tissue. There is no conversion of muscle cell 
to fascia. 

G. W. and K. Roberts (1925) agreed with Seelig and Cooksey. 
and stated that it is rarely possible to achieve sound union 
between elements which are of different structure. They, with 
Cowell (1930), stated that as Poupart’s ligament is of white 
fibrous tissue, and conjoined tendon is of red muscle, union by 
firm scar tissue cannot take place. The experimental findings 
are somewhat conflicting, but the consensus of opinion is that 
union does occur, only under definite conditions which demand 
that all areolar tissue is removed from the areas to be approxi- 
mated, and that the sutures be applied under tension. Union 
then takes place by scar tissue, which is apt to stretch under 
strain. On the practical side further evidence comes from the 
operating theatre. It is recognized that in many cases of repair 
Bassini sutures are applied to tissues which are reasonably well 
developed and that apparently a firm reinforcement of the entire 
posterior wall will be effected. Yet, when operating on the same 
cases again for recurrence, the lower part of the conjoined 
tendon is found to be atrophied, and recurrence has developed 
just lateral to the pubis. This can be considered only as a 
pressure atrophy due to necrosis at the site of the tight sutures. 
This observation has been made in the literature by several 
writers (Fantino, 1912: Fairfield, 1915: Burian, 1919), and my 
own experience confirms it. 

It may be stated, after consideration of the practical and 
experimental evidence, that in this step common to all Bassini 
operations there may be one reason for their comparative failure 
in some hands. It is probable that areolar tissue is left in many 
cases and prevents firm union taking place between the con- 
joined tendon and Poupart’s ligament. Secondly. the anchoring 


sutures may cause necrosis of the muscle, or, alternatively, they 
may not be tied tightly enough to maintain muscle and ligament 
in apposition. 


The Bassini Operation and the Small Indirect Hernia 

There still is one factor which may help to explain the failure 
of the Bassini: its application to cases which do not require 
plastic repair at all. It cannot be over-emphasized that if the 
muscles and rings are competent there can be no indication for 
plastic repair of any kind. Removal of the sac is sufficient 
in these cases (Russell, 1906, 1922, 1925; Ogilvie, 1937), and 
the performance ‘of Bassini repairs is not* only useless but 
actively harmful, predisposing to recurrence by causing atrophy 
of the lower fibres of the conjoined tendon. 


Reasons for Failure of the Bassini Operation 
The Bassini operation may fail for the following reasons: 


1. Because it is applied to cases not requiring plastic repair. 

2. Because when used—as, for example, in direct hernia—the con- 
joined tendon may be so atrophied that it is of but little value as 
a means of support. 

3. Where it is used with normal muscles it predisposes to recur- 
rence through causing pressure necrosis and atrophy of the lower 
fibres of the conjoined tendon. ‘ 

4. Because even when used in cases worth repair it still fails to 
guard the medial portion of the posterior wall of the canal, and 
may also not guard the internal ring. 

5. Because frequently the conjoined tendon is sutured to Poupart’s 
ligament before all the areolar tissue over the parts has been removed 
with meticulous care, thus achieving poor union. 

6. Because the sutures have been tied too slackly. 


It follows from discussion of the available facts that the 
Bassini operation is found wanting from points of view of end- 
results, rationale, and technique—at any rate, in the opinion 
of a considerable number of workers. There are, of course, 
many other causes of recurrence, common to almost all oper- 
ations for hernia, but the purpose of this paper is only to discuss 
the steps in repair which are peculiar to the Bassini operations. 
Therefore, failure to remove the sac completely or to ligate it 
properly, the missing of a second sac, and so on are not con- 
sidered in this contribution. 

In view of these considerations, some alternative method must 
be adopted for those cases requiring plastic repair, and before 
it can be claimed superior to the Bassini it must from every 
point of view be demonstrated to be of greater soundness. 

It seems from the evidence to hand that, despite the satisfac- 
tion in the Bassini operation or its modifications expressed by 
many surgeons, the operation fails in its results when compared 
with those of other methods. Where repair is called for the 
results of living fascial sutures are superior. There is not space 
in this communication to give the case for fascia as opposed to 
the Bassini, but Andrews (1928), Lyle (1928), Cattell and Ander- 
son (1931), Foster (1936), Robins (quoted by McClosky and 
Lehman, 1940), Gray (1940), Edwards (1943), and many others 
have found in fascia the answer to the problem. 

Where the hernia is small and the muscles are sound Max 
Page (1943) and others have noted an improvement in their 
results by abandoning the Bassini operation in favour of a 
more conservative procedure. 


Conclusions 
The Bassini operation is criticized on the following grounds : 


1. The conjoined tendon often inserts abnormally into the lower 
part of the lateral aspect of the rectus seath rather than the pubis, 
and thus when stitched to Poupart’s ligament leaves a deficiency 
medially in the canal through which the recurrence may take place 
as a direct hernia. 

2. In large and in direct herniae the conjoined tendon is frequently 
atrophied to a greater or less degree and is unsuitable material for 
reinforcing the posterior wall of the canal. 

3. Even where the conjoined tendon is suitable for repair, union 
with Poupart’s ligament can take place only by means of scar tissue, 
and then only when all areoiar tissue has been removed from the 
surfaces that are to be united. The scar tissue readily stretches. 

4. In the small type of hernia and where the muscles of the area 
are sound, experience has demonstrated that better results are 
obtained by simple removal of the sac and, if necessary, by reinforc- 
ing the fascia transversalis. 
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: 5. The clinical results of the Bassini operation in repair of direct 
inguinal hernia are associated with a recurrence rate which is too 
high for satisfaction and which is higher than the recurrence rate 
associated with fascial repair. 


6. The clinical results for indirect inguinal herniae which need 
repair are associated with a recurrence rate again too high for 
satisfaction, and higher than that associated with fascial repair. 


The fact remains that many workers maintain that the 
Bassini operation or one of its modifications gives good results 
in their hands. This contrasts with the experience of many 
sound surgeons and of imiportant teaching centres where 
the operation has been tried and found wanting. The 
reason for this conflict of thought is obscure and probably 
insoluble. 


It may be said that no expression of opinion in regard to 
the efficiency of an operation is of value unless supported by 
careful follow-up examination not only for recurrence but for 
late post-operative morbidity. Papers have been published 
describing the late morbidity after operations for the repair 
of hernia by several methods, and again the conclusions in 
regard to the Bassini are somewhat less satisfactory than 
those for fascia (Bloodgood, 1899; Erdman, 1923; Russell, 
1925; Lyle, 1928; Patterson, 1928 ; Gibson and Felter, 1930: 
Foster, 1936 ; Fallis, 1940). 


Although opinions differ in regard to the treatment of hernia 
there is agreement, at any rate. about one thing—that the treat- 
ment of hernia is highly controversial, has been for many years, 
and is likely to remain so for many more. Such a state of 
affairs can arise only where the results of treatment fail to 
reach the highest levels of satisfaction ; and until some advance 
is made which will conclusively and universally solve the choice 
of operation for hernial repair controversy is likely to rage. 
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E. J. Donovan and T. V. Santulle (4 mer. J. Dis. Child., 1945, 69, 
176), who record ten cases, state that, though gastric and duodenal 
ulceration are rare in infancy and childhood, the diagnosis would 
probably be made much more frequently if it were realized that it 
may occur at this age. Haemorrhage, which is the commonest 
complication, was found in six out of the ten cases. Perforation 
and pyloric stenosis were also observed. Malignant disease was not 
encountered. 


BASSINI?S OPERATION FOR INGUINAL 
HERNIA 


BY 
THOMAS L. GORDON, F.R.C.S.Ed. 


Dispensary Surgeon, Western Infirmary, Glasgow 


During the last few years the value of Bassini’s operation for 
inguinal hernia has been deprecated, and many alternative pro- 
cedures have been recommended. In my view there is, how- 
ever, still a wide field of usefulness for Bassini’s method, and, 
provided the technique is skilfully applied, the results are as 
good as, if not better than, most of the other procedures. 
Naturally, this operation is not indicated in every case of 
hernial repair, and its choice in any particular instance can 
as a rule be definitely decided only when the canal is exposed. 
In the young or even in the middle-aged, with good muscula- 
ture and a well-formed inner ring, usually no more is required 
than a thorough removal of the sac, but in patients with poor 
musculature, a weak transversalis fascia, and a large internal 
ring Bassini’s operation gives very satisfactory results. The 
following is the procedure usually adopted. 


Technique 

After the usual skin toilet an inguinal incision is made, 3 to 4 in. 
long, in the line of the inguinal canal; a good length of incision 
is advisable for proper exposure. Haemostasis must be complete 
throughout and, where possible, vessels are picked up before division ; 
this prevents staining of the tissues and allows clearer differentiation 
of the various structures. The external oblique aponeurosis is then 
divided by making a small incision 2 in. from the external ring and, 
with a pair of scissors, cutting from this incision along the line of 
the fascia to the centre point of the external ring and upwards as 
far as the Jevel of the internal ring. Both upper and lower margins 
of the fascia are picked up by two pairs of pressure forceps. Trac- 
tion through these forceps is now applied to the upper layer, and 
with a gauze swab it is freed from the underlying internal oblique 
and rectus abdominis, as far as this can be carried out without 
undue force. The lower layer is pulled down and the upper surface 
of the inguinal ligament is well exposed by gauze dissection of the 
areolar tissues. At this point two nerves are noted—the ilio-hypo- 
gastric and ilio-inguinal; the latter, lying along the cord usually 
on its anterior surface but occasionally on its lower and posterior. 
is picked up, divided, and ligatured at both ends, as there is usually 
an accompanying vessel; the ilio-hypogastric, running superior to 
the cord below the external oblique aponeurosis, may have to be 
treated in a similar fashion if it is so low that it might be included 
when suturing this later. 

The cremasteric muscle is divided along the line of the cord and 
the latter is lifted from its bed, two small gauze swabs being passed 
below it to allow light traction. Below the cord, where it lies over 
the pubis, the areolar tissue is cleared, either by gauze or scissor 
dissection, depending on its thickness, until the inner end of the 
inguinal ligament, the pubic spine, and the approximating area of 
the pubis are clearly exposed. Dissection of the cord in the usual 
manner is carried out until the sac has been well separated, and this 
is ligatured as high above the neck as possible, the internal oblique 
being retracted to enable this to be done satisfactorily. It is possible 
that retraction of the epigastric vessels may also have to be carried 
out to give good exposure for this procedure. 

The cremasteric muscle and fascia are now dealt with. This 
inuscle is very variable, sometimes being exceedingly thick and tend- 
ing to interfere with proper repair. In some cases it is not necessary 
to remove it, but in the majority it is better to do so completely, as 
this allows closer approximation of the internal oblique to the 
inguinal ligament. If the remaining part of the cord is still very 
thick or contains a large mass of veins, portions of these should 
be removed to allow more accurate closure of the external ring. 
For obvious reasons care should be taken not to remove too much 
of the pampiniform plexus. Running over the transversalis fascia 
are some veins which, at. times, may be very large and_ closely 
adherent to the cord at the level of the external ring, and it is as 
well to ligature these in two places, removing the intervening portion 
and leaving the bed of the canal clear. 

One is now ready to carry out the repair. Using No. | or No. 2 
chromic 20-day catgut, interrupted sutures are inserted at 1/2 in. 
intervals. The first of these takes in the lower portion of the rectus, 
the conjoint tendon, and the periosteum of the pubis close to the 
pubic spine. The next includes the conjoint tendon and inguinal 
ligament, and the remainder the internal oblique, transversus 
abdominis, and inguinal ligament; with each a good bite of the 
muscle is taken, the needle being inserted 1/2 to 3/4 in. from its 
lower border. The last suture closes the internal ring until only 
the tip of the forefinger can be inserted comfortably; occasionally, 
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if the ring is very large, an extra suture is put in on the outer side 
of the cord. A continuous suture of No. 0000 chromic 20-day 
catgut is inserted over the interrupted sutures, picking up the 
muscular margin and the inguinal ligament. When inserting the 
needle into the inguinal ligament, for both the interrupted and the 
continuous sutures, slightly different levels are taken to prevent 
splitting of the fibres. The remains of the cord are now laid back 
in this bed and the external oblique aponeurosis is sutured with 
No. 0 chromic catgut till the external ring admits the tip of the 
forefinger. The deep fascia is sutured with No. 0000 chromic catgut 
and the skin wound closed with interrupted silkworm sutures. After 
dressing, a firm spica bandage is applied. 

Aftrer-care——The stitches are removed on the 8ih to 10th day and 
the patient is kept three weeks in bed, and a further two months 
must elapse before he starts heavy work. For the first week patients 
are nursed so far as is possible in the extended position, as it has 
been found that in some cases in which a knee pillow has been used 
or they have been allowed to sit up there is a complaint of slight 
discomfort in the groin of a dragging nature for a few months after 
the operation. After the first week, however, they can move about 
the bed as. much as they care to do, although no special exercises 
are performed, but, when lying, the leg on the affected side should 
be kept extended. After leaving hospital the only instructions given 
are, for a period of three months, to lift no heavy weights which 
would necessitate their having to hold the breath to do so, as when 
the diaphragm is fixed in this manner a very considerable strain is 
put on the inguinal regions. 


Points regarding the Operation 

The transyersalis fascia varies considerably tn its strength. 
In some it is a good solid structure which could be used for 
repairing the posterior wall of the canal, but in the great 
majority it is thin, and by itself would be unlikely to stand 
up to much stress. particularly in cases of direct hernia. 
Bassini himself, however, used to divide the fascia and over- 
lap it as well as bringing down the internai oblique muscle. 
This fascia is closely adherent to the under-surface of the 
internal oblique, and when this muscle is brought down there 
is bound to be a degree of plication and ultimate contractien. 
In cases in which the inner ring may be on the wide side and 
this fascia is of good quality there does not appear to be any 
reason why it should not be used for narrowing the ring, and 
in cases of direct hernia a wedge should be removed, after 
which the edges are sutured and the usual repair then done. 

Internal Ohblique.—When th's muscle is brought down to the 
inguinal ligament before separating it from the external oblique 
there is often considerable tension, but once this manipulation 
is carried out remarkably little tension occurs in the great 
majority of cases. It has been contended that the margin of 
the muscle is destroyed and that its valvular function is 
diminished. This, however, is quite definitely not the case 
when the operation has been performed satisfactorily. The 
margin of the muscle does become stretched, attenuated, and 
fibrosed ; but it forms a very excellent posterior wall to the 
inguinal canal, and if, in these cases, a finger is put into the 
internal ring and the abdominal muscles are contracted it is 
quite obvious that there has been no loss of function in the 
musculature of this region. 

Occasionally at the inner angle considerable tension on the 
suture is present, and in these cases a flap from the anterior 
sheath of the lower rectus can be turned over to cover this 
defect, or a vertical relieving suture in the fascia can be made. 
In only one of the series quoted below was the latter procedure 
required. 

Inguinal Nerve.—In all the cases cited below the ilio-inguinal 
nerve has been removed without any complaint afterwards of 
numbness or other symptoms. It is advisable to remove this 
nerve, for if it becomes incorporated in any fibrous tissue a 
very acute ilio-inguinal neuritis can be set up, and the canal has 
to be reopened and the nerve removed. Recently a patient had 
to be operated on for this complication after a Bassini opera- 
tion had been performed elsewhere. As well as finding that 
the nerve had been incorporated in the external oblique sutures, 
it was noted how well the posterior wall of the canal and the 
internal ring were supported by the attenuated muscular bed. 


Results 
This paper is a review of 143 cases submitted to Bassini’s 
operation since 1936, by either Mr. A. J. Hutton or myself, 
in Mr. Hutton’s wards in the Western Infirmary. They included 
all types of hernia, both simple and strangulated, and all ages. 
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In the whole series there were two deaths, both of these in 
patients over 70 uperated on for strangulated hernia. 

A questionary was sent to all survivors, and 118 replies were 
received. Of these, eight had since died from some other 
cause than the hernia, which apparently was quite satisfactory 
at the time of their death, but they are not included in this 
list. In 10 cases the letters were returned “ Not found,” 
leaving 100 cases suitable for analysis. In the 100 cases 107 
herniotomies were performed. These were subdivided as fol- 
lows : bilateral, 7: right direct hernia, 8 ; left direct hernia, 6; 
right indirect hernia, 47; left indirect hernia, 32. Of this 
series 5 were recurrent and 11 strangulated. The age groups 
were : 10-20 years, 4 ; 20-30, 11 ; 30-40, 19 ; 40-50, 20 ; 50-60, 
27 ; 60-70, 16; 70-80, 2; 80-90, 1. 

Altogether there were three recurrences: the first of these was 
in a man 48 years of age, with a direct hernia and exceedingly 
poor musculature, and not really very suitable for this type 
of operation; the second, in a man of 65 who had had a 
bilateral operation nine years previously and had developed 
a recurrence with strangulation, also of the direct type of hernia, 
and with very poor musculature. The third of these patients, 
a man aged 62, returned to his work very shortly after opera- 
tion and slipped while lifting a heavy weight, after which his 
hernia recurred. 

The average time before resuming work was eight weeks, 
varying from three weeks to six months, and all returned to 
their normal occupations except four who were over 60, and 
of these two retired and two returned to lighter work. 

Bassini’s series of cases, numbering 216 simple herniae 
between 1884 and 1889, showed a recurrence rate of 3°, and 
a suppuration rate of 594. In the cases quoted above, beyond 
slight reddening of the skin round the silkworm sutures in a 
few cases, no further evidence of sepsis was found. At the 
Pio Istituto Bassini at Milan, where this operation is the 
method of choice, in a series of 10,000 cases, they state that 
the recurrence rate is between 1 and 2% for simple herniae. 

Although figures can be very misleading they do give a fair 
indication when assessing results, and those quoted compare 
favourably with any given previously. This operation should 
therefore be considered as a standard operation and especially 
indicated in the middle-aged and old where a fairly satisfactory 
musculature is present. It must, however, be meticulously 
carried out to obtain satisfactory results. In fact, the tissues 
—both muscular and fascial—have to be exceedingly poor 
before the operation is contraindicated. The technique is easily 
acquired, and there is much less scope for error than in many 
of the procedures in common use to-day. 


RELATION BETWEEN GASTRIC ACIDITY AND 
THE ANTERIOR-PITUITARY-LIKE HORMONE 
* CONTENT OF URINE IN PREGNANT 
WOMEN 


BY 
STANLEY WAY, M.R.C.O.G. 


Assistant, Department of Obstetrics and Gynaecology, the Medical 
School, King’s College, Newcastle-upon-T yne 


(From the Laboratory of the Princess Mary Maternity Hospital) 


The earliest observations on gastric acidity in pregnancy were 
made in 1925 by Nakai, who showed that there was a striking 
diminution in both the free and the total acid content of gastric 
juice in response to a test meal. This was confirmed by Artz 
(1930) and Anderson (1932), both of whom drew attention to 
the fact that the lowest secretion of free acid coincides with 
the period of pregnancy when nausea and vomiting are 
common. Strauss and Castle (1932), investigating anaemia 
in pregnant women, confirmed that secretion is diminished, 
and further showed that there is a rise in secretion of free acid 
in the last month of pregnancy and a very great rise immedi- 
ately after delivery. They also showed that the gastric response 
to histamine was greatly diminished. 

In 1938, during a statistical investigation into the incidence 
of hyperemesis gravidarum, J noticed an extraordinarily high 
incidence of this disorder in patients who were suffering from 
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hydatidiform mole. Since hydatidiform mole is associated with 1 in 5, negative 1 in 10; and 18 were positive but negative in 
the presence in the urine of large amounts of anterior-pituitary- dilution. These cases form Groups A, B, and C in Chart Il, 
like hormone it appeared to me that this hormone might be which shows the average secretion of free HCl according to 
responsible for the low secretion of acid in the gastric juice. the degree of dilution in which the Aschheim-Zondek reaction 
Soon after this work was started an important piece of experi- | WaS positive. Two cases positive 1 in 100 are included in 
mental evidence was published by Culmer, Atkinson, and Ivy Group A. 
(1939). They showed that in dogs with Pavlov pouches the — , = 
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secretion of free and total acid could be very greatly diminished, BR GROUP C 
even after histamine, by the injection of fairly large amounts j a 
(1,000 to 5,000 rat units) of anterior-pituitary-like hormone. 0°07 t -" 
They were unable to produce this effect with any other hormone ae 
known to be secreted in excess during pregnancy. pare { bs 

It is well known that the secretion of anterior-pituitary-like ; hr 
hormone rises rapidly after the 28th day of pregnancy and i ‘ 
reaches its maximum between the 56th and 84th days, when ‘ , or 
there may be as much as 50,000 gat units per litre in the serum. sr . 
and the secretion in the urine may be as high as 150,000 rat be 
units in 24 hours. Then there is a falling off, and at full term 


the amounts, although greater than in the non-pregnant, are e y 
4 / 
Method of Investigation 
For the purpose of this investigation it was decided to cor- / crour ? 
relate the secretion of free and total acid in response to a 0-04 ne 
test meal with the secretion of anterior-pituitary-like hormone 
in the urine. Wartime conditions prevented estimations in 
units per 24 hours being made, so samples from 24-hourly 7 y 1 Ii 2 ih 3 
specimens were taken and Aschheim-Zondek reactions per- 
formed on undiluted samples, and samples diluted 1 in 5, ah dak 
1 in 10, and, in half the cases, 1 al 100. Since this high dilution Chart II, showing average secretion of free HCl according to ne 
gave almost consistently negative results it was abandoned. degree of dilution in which the A.-Z. reaction was positive. Pe 
The technique of the test meal was that described by Dodds : 
and Whitby (1931). Histamine was not used. Investigation Group A—positive 1 in 10—shows a maximum secretion of . 
was made of 63 patients, who gave no history of gastric dis- HCl lin 5 
orders. Twenty-two were between the 35th and 40th weeks tion of 0.044% HCl 
of pregnancy ; 20 between the 20th and 29th weeks, and 21 Group C—positive, but negative in dilution—shows a maximum ne 


between the 8th and 16th weeks. In addition four other patients secretion of 0.079% HCl 
were studied. One of these had a missed abortion and one a 


dead foetus at full term; one had a hydatidiform mole and In all three groups the maximum secretion occurred at 1} hours. 
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one a chorion-epithelioma. Seven were studied at different Chart III shows the average secretion of free hydrochloric y 
stages of pregnancy and 12 before and after delivery or termi- acid in 12 cases immediately before delivery or termination of 
nation of pregnancy. 
Results 0-42 
Chart I shows the average secretion of free HCl, in three a. | 
groups of patients, according to the period of pregnancy. 0-11 
‘ 
y ’ | | | | x 
} | } fad 4 
| N | | : 
0-00 | it i | 
0 1 11/2 2 21/2 3 0-02 
HOURS 
Chart I, showing average secretion of free HCl in three groups ---FREE HCL AFTER DELIVERY o 
of patients according to period of pregnancy. —PFREE HCL BEFORE DELIVERY : 
Group I (8-16 weeks) showed a maximum secretion of 0.023% HCl ' 0 1/7 { 11/2 2 21/2 3 
Group II (20-29 weeks) 0.045% HCl HOURS 
Group III (35-40 weeks) _,, 0.0799 HCl 
: ve : " Chart III, showing average secretion of free HCI in 12 cases 
Two normal Se ae positive Aschheim-Zondek immediately before delivery or termination of pregnancy and - 
reaction at | in 100 ; 28 were positive 1 in 10; 15 were positive average secretion of same [2 patients one week after delivery. 
~ 


ds 


= 
| 
= 


184 Au. 11, 1945 GASTRIC ACIDITY AND HORMONES IN URINE IN PREGNANCY 


pregnancy (maximum secretion 0.099, HCl) and the average 
secretion of the same 12 Patients one week after delivery 
(maximum secretion 0.1189 HCl). In these patients the 
Aschheim-Zondek reaction was completely negative on the 
second occasion. 

The case with the dead foetus at full term and the missed 
abortion at 12 weeks both showed a normal response and had 
negative Aschheim-Zondek reactions. The chorion-epithelioma 
followed a hydatidiform mole. The patient was first seen three 
days after aborting the mole ; the Aschheim-Zondek was weakly 
Positive, but negative in dilution, and the maximum secretion 
0.02°, HCl. Six weeks later, when she had a large malignant 
mass in the uterus, there was complete achlorhydria, and the 
Aschheim-Zondek was positive up to a dilution of 1 in 100. 
Hysterectomy was performed, but the patient died after oper- 
ation and no further studies were possible. The patient with 
the hydatidiform mole was not studied while the mole was 
present. When seen six months later the Aschheim-Zondek 
was positive up to 1 in 10 and the maximum secretion 0.124%, 
HCl. No evidence of chorion-epithelioma could be detected 
at this time. Four months later the Aschheim-Zondek was only 
weakly positive and the maximum secretion 0.302% HCI. 

The seven patients who were studied more than once in 
pregnancy showed a low secretion of acid (average 0.036%) 
when the Aschheim-Zondek was strongly positive in early 
pregnancy and a much higher secretion (average 0.078°.) 
towards term, when the prolan secretion was very much lower. 
The total acidity ran a course very similar to the free acid, 
with the exception that it was depressed to a less extent and 
that the difference between the curves for high and low prolan 
concentrations was less than in the case of free acid. 


Comment 


The hypochlorhydria of pregnancy has been ascribed to 
the neutralizing effects of regurgitated duodenal contents. Bile 
appeared in fewer than 3°. of my specimens, and some of these 
contained large quantities of free acid. Strauss and Castle 
(1932) also found but few bile-stained specimens, and are of 
the opinion that duodenal regurgitation is not the cause of 
hypochlorhydria. 


Evidence is brought forward here to show that in human 
pregnancy there appears to be some relation between the free 
and total acid in the gastric juice and the amounts of anterior- 
pituitary-like hormone secreted in the urine, and that it seems 
to be inversely proportional. Further studies are being made. 


I wish to thank the members of the staff of the Princess Mary 
Maternity Hospital, Newcastle-upon-Tyne, for allowing me access 
to cases under their care; my friend Dr. Frank Dickens for ry 
advice and constant encouragement ; Dr. Ruth Dearing and Dr. 
Wilkinson for their invaluable help in collecting specimens; a. 
last but not least, the 67 patients who so willingly submitted to these 
investigations. 

The costs of this work were defrayed by a grant from the Research 
Committee of the Council of King’s College, Newcastle-upon-Tyne. 
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The 93rd annual report of the Board of Management of the 
Hospital for Sick Children, Great Ormond Street, says that during 
the period of the flying-bomb and rocket attacks as many children 
as possible were accommodated for safety in the various wartime 
country branches, but all the beds that could be made available in 
London were fully occupied. The hospital fortunately suffered only 
minor damage as a result of the attacks, and the casualty depart- 
ment gave service to many injured adults and children from out- 
side. Ihe report pays tribute to the late Sir Thomas Barlow, who 
was a member of the medical staff in various capacities for not less 
than 70 years, and continued to take a personal interest in the 
work long after his retirement from the active list. In the history 
of Great Ormond Street Sir Thomas held a unique position, for he 
was the last personal link with the founder of the hospital, Dr. 
Charles West, under whom he served in his earliest years. Another 
distinguished physician and very good friend was lost by the death 
of Dr. Hugh Thursfield, for 36 years an active, and afterwards 
consulting, member of the staff. 
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DIARRHOEA DUE TO GIARDIA LAMBLIA 


BY 


J. F. FRASER, M.B. 
Lieut.-Col., R.A.M.C. 
AND 


ROBERT TAYLOR, M°B. 
Capt., R.A.M.C. 


It had long been considered that the flagellate Giardia /amhlia 
(which name is adopted here instead of G. intestinalis or G. 
enterica, as it is in more common use) was non-pathogenic, and 
Napier (1944) states that until recently he had questioned its 
pathogenicity except in children ; but in the last few years, since 
the introduction of a specific treatment by Brumpt (1937) and 
Martin (1937), all his doubts have been dispelled. Manson- 
Bahr (1943), too, states that all authorities are by no means 
agreed as to the pathogenicity of G. lamblia. In 1942 a report 
was made to the Medical Research Council (Ormiston er al., 
1942) concerning an outbreak of enteritis due to G. lamblia in 
a nursery for evacuees. 

The present series have been studied in the medical division 
of a British general hospital in India over a period of 18 months. 
During this period there were admitted 872 cases of diarrhoeal 
diseases ; these were differentiated into the following classes : 

1. Bacillary dysentery (Flexner, Sonne, Shiga, Schmitz, and . 
Bayd) (4 of these had associated G. lamblia. 237 


2. Clinical dysentery (Cases with an indefinite exudate, blood 
and mucus in the stool, but no_ isolated pathogenic 


organisms and no Entamoeba histolytica) . 184 
3. Amoebic dysentery (4 of these had associated G. lamblia) 158 
4. Diarrhoea with no demonstrable 212 
5. Giardiasis 21 


The proportion of cases in G. Was present was 
3.32%. Napier (1944) records that in Calcutta, between 1935 
and 1938, of 20,000 stools examined 6.2795 contained 
G. lamblia. He does not state in how many cases the flagellate 
was associated with other diseases, but his series includes the 
stools of children, in whom G. lamblia occurs more commonly 
than in adults. The present analysis is confined to the cases in 
which no other cause was found to account for the diarrhoea. 
The total number of cases of giardiasis in this series was 21. 


Symptomatology 


Diarrhoea.—All cases had diarrhoea on admission, the num- 
ber of stools varying from 3 to 12 in 24 hours. 

Pain.—Six cases had no pain. In 15 pain of a colicky nature 
was complained of, with an urgent desire to go to stool. Evacu- 
ation of bowels relieved the pain. In only one case was tenes- 
mus complained of. 

Flatulence.—This was not a marked feature except in 2 cases. 

General Malaise.—This was usual, but not so prominent as in 
cases of true dysentery of the same severity. 

Fever.—Two cases had a mild pyrexia (100° F.), but in only 
one did this persist, and then for but four days. 

Loss of Appetite-——This was noted only in cases which had 
been ill for a few days. 

Vomiting.—None complained of vomiting. 

The average duration of symptoms before admission was 5.5 
days ; limits, | to 35 days. The case lasting 35 days—that of a 
British officer—was exceptional, as most of the B.O.R.s were 
admitted on the first or second day of diarrhoea. The only 
system affected was the gastro-intestinal. The tongue was gen- 
erally coated. In the abdomen no physical abnormality was 
detected in 10 cases. Sites of tenderness in the others were 
located as follows: Generalized, 2; R.ILF., 2; L.I-F., 1; in 
epigastrium and right hypochondrium, 6—the liver was palpable 
in two of these cases. In all but two cases the stools were 
watery faecal, rather paler than normal, but not approaching the 
colour or consistency of the stool of sprue. Generally they 
appeared greasy, but no fat estimations were done. In two 
blood and mucus were present, and in one mucus only. In two 
cases with a long history of continuous diarrhoea—35 days and 
28 days—the stools were bulky, resembling those of sprue in 
consistency but not in colour. 

In eight cases there was no history of diarrhoea previous to 
the present attack. The others gave a history of repeated 
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attacks of diarrhoea for some weeks, and three reported alter- 
nating constipation and diarrhoea. In only one case was there 
a history of bacillary dysentery. 


Treatment 

All cases were given a five-day course of mepacrine 0.1 g. 
t.d.s. The stools were examined on three successive days after 
completion of treatment, and on all but two G. lamblia had 
disappeared. After a second course both were found to be 
clear. All cases were given a generous diet as soon as the 
diagnosis was established, and symptoms disappeared by the 
third day of treatment. The duration of stay in hospital was 
14 days; limits, 9 to 41. The 41-day case was that of the 
officer mentioned previously. He had lost a great deal of 
weight and required building up. One other case, which had 
furunculosis as well as giardiasis, was in hospital for 31 days. 
Owing to the rapidly changing personnel of the station it was 
possible to follow up only two cases. One had recurrence of 
diarrhoea after nine months, but on this occasion the cause 
was bacillary dysentery, and no G. lamblia was found. The 
second had had recurrent diarrhoea for some months, but has 
been free for three months since his treatment. 


Comment 

With the exception of two cases all were admitted to hospital 
when the fly season was at its height. In 1944 seven cases came 
from one camp and seven from another. A large number of 
flies from the traps were examined, but no G. lamblia cysts or 
flagellate forms were detected. 

It wil! also be noted that the description of the stools differs 
somewhat from that of Manson Bahr (1943), except in two cases 
with long histories. It is possible that in the Army one gets 
the cases into hospital at an earlier stage than in civil practice, 
and this may explain the difference. 


Summary 


Twenty-one cases of diarrhoea believed to be due to infestation 
with G. lamblia are described. The percentage in relation to other 
diarrhoeal diseases is stated. Symptoms, physical signs, and treat- 
ment are discussed. Two cases have been followed up for a short 
period. 


We wish to thank Major J. L. Dales, R.A.M.C., and Major M. 
Joseph, R.A.M.C., pathologists, for their examination of the stools; 
and Col. F. Cook for permission to publish this paper. 
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Medical Memoranda 


Giardiasis associated with Recurrent Rectal 
Haemorrhages 


It may be of interest to record a case of giardiasis associated 
with the passage of large amounts of blood. Infestation with 
Giardia lamblia is common in Fiji, often symptomless, and in 
no other case have | found it associated with the passage of 
blood per rectum. 
Case History 

The patient was a female child, 4 years old, of mixed Fijian and 
European descent. She first entered the Colonial War Memorial 
Hospital on March 13, 1944, with a history of fever, constipation, 
and weakness, and the passage of blood with the stools. She 
appeared a normal well-developed child, and general physical 
examination revealed no abnormality. At subsequent examinations 
there was a vague abdominal B ggp rinemgy but no guarding. She re- 
mained in hospital till May 6, during which time the stools were 
persistently accompanied by the passage of blood. At times the 
blood was clotted, at times bright red, and mucus was often present. 
The stools were soft and pale, and frequently there was diarrhoea. 
Investigations made during the period March 13 to May 6 included 
five stools which were negative for worms and ova and cysts, and 
for bacillary dysentery. On April 12 the haemoglobin was 80% 
and the red cell count 3,100,000. Sigmoidoscopy revealed no 
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abnormality. The haemorrhages became less, her general condition 
improved, and she was discharged to the out-patient department. 

She was readmitted on May 12 with a recurrence of blood-stained 
stools for three days before admission. Physical examination was 
again negative. Further investigations of the stools revealed the 
presence of Trichuris on May 18, and on May 27 heavy infestation 
with Giardia lamblia. Eight further stools submitted subsequent to 
treatment of the Giardia infection were negative for that parasite, 
though hookworm and Trichuris were afterwards found and treated. 
The Widal test was negative for E. typhosa on May 27, and barium 
enema and radiographs of the chest showed no abnormality of the 
large bowel or lungs. The anaemia was at its worst on June 1, 
with haemoglobin 60% and red cells 2,800,000. Apart from treat- 
ment of the anaemia the patient =, given 3/4 grain of mepacrine 
hydrochloride three times a day for 5 days following the discovery 
of Giardia on May 27. This course was repeated after 10 days’ 
interval. After the first course of mepacrine no blood was ob- 
served with the stools, and eight further stools were negative for 

Giardia. 

The patient was discharged on June 22, 1944, her general condi- 
tion having gradually improved since the course of mepacrine. 


My acknowledgments are due to Dr. V. W. T. McGusty, C.M.G., O.B.E., 
Director of Medical Services, Fiji, for permission to publish this case. 


GEORGE R. HEMMING, M.B.. B.S., 


Suva, Fiji. Medical Officer, Colonial War Memorial Hospital. 


Spontaneous Lobectomy 


The description of a case of spontaneous lobectomy associated 
with Bacillus friedldnderi infection by J. W. Taylor (B.M.J., 
1944, 2, 500) has prompted me to put on record two further 
cases of this uncommon condition. 


Case I 


A man aged 41 was admitted to Queen Elizabeth Hospital, 
Birmingham, on Feb. 3, 1942, under the care of Dr. A. Brian 
Taylor. He gave a history of two weeks’ illness, beginning with a 
rigor and continuing with pain in the right side of the chest, cough 
with blood-stained sputum, dyspnoea, and pyrexia. He had been 
treated with sulphapyridine. On admission he was thin, dyspnoeic, 
looked ill, and had a temperature of 100°. Clinical examination 
suggested a moderately large right pleural effusion, more posterior 
than anterior. This was confirmed by radiographs, a lateral view 
showing a convex anterior border to the shadow. Aspiration pro- 
duced thick brown foul-smelling pus, which on culture yielded a 
heavy pure growth of B. friedlanderi. The sputum was purulent, 
and contained a heavy mixed bacterial flora with a marked pre- 
ponderance of B. friedldnderi. On Feb. 5 drainage of the empyema 
was performed under local analgesia, a portion of the 9th rib being 
resected. The cavity extended upwards and forwards and was 
limited below by necrotic tissue. Closed drainage was instituted 
for 12 days, and then open drainage, and pleural wash-outs were 
started. On the 18th day after aspiration, while a pleural wash-out 
was being performed, the patient had a fit of coughing, and through 
the sinus he coughed a piece of tissue corresponding in size to a 
large portion of the lower lobe. Although necrotic, its pulmonary 
structure was quite recognizable. Progress henceforward was satis- 
factory, and although the sinus continued to discharge for a few 
months it eventually healed and has remained dry. The patient is 
now back at work. 

Case Il 

A man aged 49 was admitted to this hospital on Jan. 25, 1944, 
under the care of Dr. Brian Taylor. He gave a history of “in- 
fluenza ” two months previously, followed by cough, high tempera- 
ture, and delirium. He was treated with sulphapyridine and 
improved. Since then he had continued to cough, bringing up 
purulent sputum and complaining of pain in the left. chest. 

On admission he was thin and had a temperature of 101°. The 
percussion note was impaired over the left upper thorax, with 
diminished bronchial breath sounds. X-ray examination showed a 
fluid level in the left chest, rather anterior, at the level of the third 
costal cartilage. Paracentesis in the fourth space in the anterior 
axillary line produced creamy odourless pus which yielded a 
moderately heavy pure growth of B. friedldnderi. 

On Feb. 3 operation was performed under local analgesia. A 
portion of the Sth rib was resected in the anterior axilla, and foul 
thin pus was found and withdrawn. During this procedure a slough 
of necrotic upper lobe measuring about 10 by 8 by 3 in. came out, 
and a_ persistent bronchial fistula was left. Open drainage was 
instituted ; 48 hours later a violent secondary haemorrhage occurred 
into the pleura and through the tube, and was accompanied by 
haemoptysis. A blood transfusion of two pints was given, and his 
condition improved. Some bleeding occurred at intervals for nearly 
two weeks. 

The patient became afebrile and his condition gradually improved. 
although his cough continued for a time, Three weeks after drain- 
age, radiographs showed in the opposite upper lobe an abscess 
cavity which had not previously been present, and sputum yielded 
a heavy nearly pure growth of B. friedidnderi. This right-sided 
cavily became smaller and disappeared without any surgical inter- 
vention. The patient is now about and feels well, but still has a 
large sinus with a bronchial fistula. Pleurograms show an anterior 
apical cavity with several bronchial openings, probably into the 
pectoral and ventral branches of the upper-lobe bronchus, the 
axillary-apical bronchus appearing intact. 
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Comment 

Two cases of spontaneous partial lobectomy are described, 
both associated with pure B. friedldnderi, pneumonia, and 
empyema. One was in a lower lobe, and has proceeded to a 
satisfactory recovery. The other was an upper-lobe lesion, 
was followed by a violent secondary haemorrhage and by a 
transient abscess in the opposite upper lobe, and has recovered 
with a residual broncho-cutaneous fistula. 


B. friedlinderi appears to have some special ability to cause 
sloughing of the lung, perhaps through thrombosis of the 
pulmonary vessels. 


I am indebted to Dr. A. Brian Taylor for permission to record these two 


cases. 
D. R. Humpureys, M.D., M.R.C.P., 


Resident Medical Officer, 
Queen Elizabeth Hospital, Birmingham. 


A Cvse of Third-generation Syphilis 


The following report of a case recently encountered may be 
found of interest. 
Case History 


The patient, a boy aged 14, was brought to hospital by his mother 
to see whether anything could be done to improve his gait. He 
had previously attended another hospital, where a W.R. was done 
but no lumbar puncture performed. The mother was then told 
that the boy was a congenital idiot, and should be sent to a mental 
home. No reference at all had been made to syphilis, and no 
further advice tendered to her. 

The boy is the middle of three children, having an elder sister and 
a younger brother. His was a precipitate delivery, and he had been 
a weakling since birth. He was completely disinterested in life, and 
could read and write only with great effort. He could not dress 
himself, nor could he carry out his toilet unaided. He had never 
been able to walk properly. 

Examination showed that the boy walked with a typically tabetic 
gait, due to spasticity of the lower limbs. There was slight sensory 
loss in both feet. The right pupil was dilated and did not react 
to light, while the left was normal and reacted to light. Both fundi 
were normal. There were no other signs of syphilis. The blood 
W.R. was positive. The C.S.F. findings were as follows: W.R.,. 
++ +4; Lange, 5553210000; cells, 20 per c.mm.; total protein, 
30 mg. per 100 c.cm.; globulin, increased. 

Diagnosis.—The diagnosis was quite obviously that of congenital 
taboparesis. On investigating the rest of the family—the two other 
children, the father, and the mother—the only one who showed a 
positive W.R. was the mother. She avowed that she had never had 
syphilis, nor any treatment; but that both her parents had died as 
a result of the disease. This would indicate that she is herself a 
congenital syphilitic, even though she shows no signs, apart from 
that complacent facies which is so often seen. The father had been 
a blood donor for more than 25 years; it is therefore reasonable 
to assume that his blood W.R. has been negative all that time, and 
certainly during the 20 years he has known the mother. Both the 
daughter, aged 17, and the younger son, aged 12, show no signs of 
the disease, and are brilliant scholars. It can thus be stated that 
these three members of the family are, and always have been, free 
from syphilis; and should the mother have acquired it at all it 
would have been manifest in one or all of them. The evidence 
therefore shows that the mother is a congenital syphilitic who has 
given birth to a third-generation congenital syphilitic. 


COMMENT 


Third- and fourth-generation syphilis appears to be rare, and 
very difficult to prove. It is also evident that congenital 
neurosyphilis responds well to treatment, provided that the 
patient does not suffer from fits (see Nabarro, 1934). This is 
borne out by the progress of the patient, who after his first 
course of 10 weekly injections of 2 g. of tryparsamide and 
0.2 g. of bismuth, showed the following C.S.F. changes: W.R.., 
+: Lange. 0111000000; cells. 2 per c.mm.; total protein, 
20 mg. per 100 c.cm.:; globulin, slight increase. In addition to 
these changes. his general condition has improved dramatically. 
He can now dress himself, bath himself, and goes to school 
daily. He takes a general interest in life, and is always asking 
if he may go to the cinema or to see friends—things he had 
never done before. He asks questions about his treatment, 
whereas a few months ago he did not care. 

The lesson to be learnt from such cases is that those which 
appear to be the most hopeless may be benefited by treatment. 
This of course raises the question whether they could be 
avoided by the administration of arsenic to all congenital 
syphilitics during pregnancy. Closer investigation into the 
histories of congenital syphilitics might show the disease to be 
commoner than is supposed. 


C. J. V. M.R.C.S., L.R.C.P. 


REFERENCE 
Nabarro, D. N. (1934). Proc. roy. Soc. Med., 28, 169. 


Putney Hospital! 


Reviews 


ANNUAL REVIEW OF PHYSIOLOGY 


Annual Review of Physiology. Vol. VII. Editor, James Murray Luck; 
Associate Editor, Victor E. Hall. (Pp. 774. $5.00 or 30s.) California: 
American Physiological Society and Annual Reviews Inc.; London: H. K. 
Lewis and Co. 1945. 


The appearance of Volume VII of this Review almost coinci- 
dently with the end of European hostilities will evoke from 
physiologists and those who wish to keep abreast with physio- 
logical literature an expression of gratitude for the boon this 
publication has been through the war years. The sense of 
misgiving for introducing a new publication into a world already 
burdened with scientific literature, to which the editors confessed 
in the preface to the first volume in 1939, must, indeed, have 
changed to one of duty as they became responsible each year 
for presenting their survey of physiological advances. The 
present volume, the largest yet published, contains 26 articles, 
compared with 19 in 1944, in which are reviewed almost 4,500 
publications representing the work of over 4,000 investigators. 
It is clear that physiological work has not been at a standstill 
during the war years, although many of the reviewers in the 
introductions to their articles stress the diversion of interest 
from “pure” to “applied” physiology. The lifting to some 
extent of the security bans on publication curing the past 18 
months has permitted some of this applied work to be revealed. 
As an example of this tendency the review of “ Applied 
Physiology ” (J. H. Comroe and R. D. Dripps) is devoted to 
aviation medicine, fitness and performance, and resuscitation ; 
and references to the various effects of anoxia appear in many 
reviews. Some of the excellent work on the effects of environ- 
mental conditions, such as heat and cold and the adaptation to, 
or protection against, them, is referred to in articles on “ Water 
Metabolism ”. (I. McQuarrie) and the “ Physiological Effects 
of Heat and Cold” (Allan Hemingway). 

Apart from the emergence of war research the Review fol- 
lows lines which have now become familiar. The advances in 
what may be regarded as the main divisions of physiology— 
e.g., respiration, digestive system, heart, blood, kidney, energy 
metabolism, endocrine regulation of metabolism and reproduc- 
tion—during the past year are surveyed. But the choice of 
a fresh reviewer makes for an alteration in perspective from 
year to year—though here might be entered a caveat against 
the tendency, which shows in more than one instance, to revert 
to the “card index” type of review. The articles in the early 
volumes of the series were distinguished by their critical 
appraisal of the contemporary field and the adoption of a 
definite point of view by the reviewer. The four articles on 
neurophysiology—* Electrical Activity of the Brain” (F. A. 
Gibbs), “ Conduction and Synaptic Transmission in the Nervous 
System ” (G. P. McCouch), * Somatic Functions of the Nervous 
System” (M. A. Kennard), and “Special Senses” (J. M. D. 
Olmsted)—make a useful symposium despite the unavoidable 
absence of a fifth review on visceral functions of the nervous 
system. 

Among articles on topics which are not reviewed annually 
the one on “Peripheral Circulation” (E. M. Landis) ts likely 
to be of interest to clinicians for its sections on capillary per- 
meability and vascular reactions to haemorrhage ; while those 
on “ Permeability ” (S. C. Brooks) and “ Physical Properties of 
Protoplasm ” (W. Seifriz) signify the important role of the 
physical chemist in elucidating problems of cell physiology. 
“Exercise” (C. L. Taylor), while covering ground dealt with 
in some other articles, has a useful survey of * fitness tests.” 

It is impossible to do more than give an indication of the 
articles in this Review and their trend. To the physiologist 
who finds it impossible by his own reading to keep pace with 
the publication of individual papers in every section of the 
subject, or to the clinician who wishes to keep abreast with the 
latest advances in physiological knowledge and thought, this 
compilation is obviously indispensable. 
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ARTERIAL HYPERTENSION 


Arterial Hypertension. Its Diagnosis and Treatment. By Irvine H. Page, 

M.D., and Arthur Curtis Corcoran, M.D. (Pp. 352; illustrated. $3.75 

or 22s. 6d.) Chicago: The Year Pook Publishers; London: H. K. Lewis 

and Co. 

This book on hypertension is by authors whose names are well 
known for their investigations into experimental hypertension 
in animals. It is regrettable that the expectations thus aroused 
are hardly realized, for its quality is decidedly uneven. There 
is to start with an aetiological classification, but the range of 
this is so wide that it has no practical value ; angina pectoris 
should hardly find a place. ‘* Neurogenic hypertension ” is then 
described, with an account of a diencephalic syndrome which is 
unfamiliar. The early stages of essential hypertension are con- 
sidered to be mainly due to psychoneurosis. Then follow 
apparently the structural changes; but no very clear line of 
thought is put forward. The section on physical examination 
omits any reference to the state of the peripheral arteries, the 
heart sounds, and the apex beat. The cold pressor test receives 
a good deal of discussion, which rather outweighs its practical 
value. Great stress is laid on the retinal examination, and quite 
rightly, but it is doubtful whether any but the expert ophthalmo- 
logist can distinguish the minute differences described. The 
section on pathology is superficial and the description of 
arterial diseases obscure ; calcification, for instance, is not men- 
tioned. The section on psychotherapy contains a lot of good 
common-sense advice, but also a good deal of superficial state- 
ment. There are considerable chapters on angina pectoris and 
coronary thrombos:s which have little direct bearing on the 
subject ; and the special relevance to hypertension they might 
have is not brought out. Congestive heart failure is hardly 
approached in a modern way, for the characteristics of left 
ventricular failure which are such a feature of hypertension 
are not given. Alternation of the pulse is not mentioned 
at all, and the reference to gallop rhythm is inadequate ; the 
description of it as a “cry for help” is surely a misquotation 
which should refer to alternation. The electrocardiograms are 
few and appear to be incorrectly described. 

The best section, as one might expect, is that on the kidneys, 
and here is something very well worth reading. All the latest 
information is clearly set forth in the light of the most recent 
views of renal physiology. There are some good illustrations. 
The part played by the kidneys in the later phases of hyper- 
tension and the vicious circles set up are described in an in- 
teresting and intelligible manner. There follow chapters on 
treatment, with some discussion of sympathectomy and _thio- 
cyanate therapy, but’ here there is as yet little scope. In their 
renal experimental work the authors are good, but most of the 
rest is off the point and unlikely to be of much use to the 
practitioners for whom the book was written. 


ORTHOPAEDICS FOR AUXILIARIES 
Fractures and Orthopaedic Surgery for Nurses and Masseuses. By Arthur 
Naylor, Ch.M., F.R.C.S. With a foreword by Ernest Finch, M.S., F.R.C.S. 
(Pp. 288; fully illustrated. 16s. plus 7d. postage.) Edinburgh: E. and S. 
Livingstone. 1945. 

This book is written by an examiner in surgery of the General 
Nursing Council, and may therefore be taken to fill a need in 
the training of nurses, at any rate from the academic standpoint. 
It is a short and concise manual of orthopaedic surgery and 
deviates little from accepted lines, while the text is clear and 
reading not laborious. Apart from one or two illustrations 
which are incomplete or inaccurate though qualified in the 
legends, and one or two which are difficult to understand, the 
pictures are useful and informative. On the whole the book is 
up to date, and its main value lies in its brevity, which results 
from a careful elimination of the rarer orthopaedic conditions 
and from compression of much that is included. 

The set-up is on lines familiar to medical men, but one gains 
the impression that, from a practical aspect, masseuses and 
nurses will not find much to help them in their day-to-day 
handling of patients. Practical points are relatively few and, 
where elaborated, often more of interest to the house-surgeon 
than the nurse : for instance, descriptions of methods of plaster 
application are given, but the more important nursing details of 
how to observe and treat a patient in plaster receive few lines 
and little emphasis. 


The possession of this book will certainly help the student 
nurse working in the-orthopaedic wards to understand the 
rationale of the treatment accorded to her patients, and should 


‘be of value to her when she comes to face the examiners. By 


then, no doubt, she will also have learned the practical side of 
the work from the other members of the orthopaedic team and, 
in particular, the ward sister. 


Notes on Books 


Dr. Bruce WILLIAMSON has revised his littlhe volume, 4 Handbook 
on Diseases of Children, for a fourth edition (E. and S. Livingstone ; 
12s. 6d., plus 6d. postage), and recent advances have been included. 
The quality is ‘‘ patchy’; sections on the heart, for example, are 
good, whereas dietetics and nutritional disorders are poorly done. 
There is a frequent reference to ‘Grade A milk,’ and an absence 
of familiarity with current views on the treatment of such disorders 
as rickets and scurvy. 


The number of diabetic cookery books is legion, but The Cookery 
Book for Diabetics compiled by the Diabetic Association (H. K. 
Lewis and Co.; 4s.) is rather a special one. In the first place it is 
compiled by diabetics themselves and with an eye to wartime difficul- 
ties and dull food. It is more than a mere collection of recipes, 
and can claim to be the diabetic’s “‘ guide to good living.” The 
first 6 pages give simple but adequate lessons in food values, brightly 
illustrated with a delightful imp. The bulk of the book is occupied 
by practical, attractive, and accurate recipes. Indeed they have almost 
made Prof. Mottram, who writes a foreword, long to be a diabetic. 
The book contains other practical information and_ includes 
Lawrence’s S5-gramme food tables. The book in no way encroaches 
on the physician’s province by prescribing diets, but enables any 
prescription to be followed in an attractive and varied way. All 
diabetics intelligently interested in their diets—and there are 


Preparations and Appliances 


“STERILE” WATER: AN OUT-PATIENT AND 
SURGERY TECHNIQUE 


Dr. ALEX CoMFoRT writes from the Royal Waterloo Hospital, 
London, S.E.: 


Modern ideas of bacteriology and contemporary nursing 
training have increased the demand in out-patient clinics for 
“ sterile”’ water without increasing proportionately the bac- 
teriological criticism to which such water is subjected. The 
pathogen-sterility of water derived from a corked Winchester, 
however often it may be renewed, is as a rule experimentally 
inferior to that of tap water. Water adequately sterilized in 
flasks for surgically clean procedures such as the washing of 
syringes and the solution of drugs is usually of limited avail- 
ability both in surgeries and in small out-patient clinics, be- 
cause of the wastage brought about by rejecting each flask as 
it is opened. The amount required in such minor procedures 
rarely exceeds 5 c.cm., and if each operation involves the open- 
ing of a 100-c.cm. flask the space devoted to sterilization must 
necessarily be large. 

The following procedure for the preparation of small quanti- 
ties of bacteriologically sterile water, without apparatus and in 
a portable form, may be of interest to those who have to deal 
with bulk injections under surgery conditions. 

A suitable number of ordinary insulin bottles are cleaned, 
the rubber caps removed, washed, and replaced; each cap is 
transfixed with a small-bore intradermal 
needle, and the bottles are immersed at 
the beginning of the day’s work in a bowl 
of boiling distilled water. They remain 
there for five minutes, when the bowl is 
removed and allowed to cool. Filling is === Es 
automatic and almost complete. The — 
needles are removed, and the cold botties 
of sterile water are transferred to the 
injection tray or to the medical bag. The 
bottles float inverted if a needle with a 
sufficiently heavy sleeve is used. The 
rubber caps seem to resist boiling well. 
and a single bottle will withstand some 
dozens of refills. The amount in each 
bottle suffices for washing and filling a 2-c.cm. syringe, and the 
entire batch is reboiled daily. The method has worked well 
in practice. 
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Rh INCOMPATIBILITY AS A CAUSE OF 
MENTAL DEFICIENCY 


It has Jong been known that in a small proportion of infants 
dying of erythroblastosis foetalis cerebral changes are to 
be found. To these the name “ kernicterus ” was given by 
Schmorl,' who found 6 instances in 120 cases of jaundice 
of the newborn coming to necropsy. Although the 
staining and damage tay be widely spread throughout the 
cerebral and cerebellar cortexes it is the basal ganglia which 
tend to be specially affected. Accordingly. it was not sur- 
prising that it should be discovered that among children 
who survived were to be found occasional instances of 
severe mental defect associated particularly with extra- 
pyramidal rigidity and athetosis. The relationship to 
the pathological entity “kernicterus” was confirmed by 
Zimmerman and Yannet? in a detailed study on a child 
who died at the age of 3. Thus it may be anticipated that 
among mental defectives there will occasionally be found 
individuals who have a history of severe jaundice at birth, 
who are Rh-positive, and who present evidence of involve- 
ment of the basal ganglia. It is, however, a very rare 
picture. Yannet and Lieberman* found only «a single 
instance among 1,200 admissions to a colony for mental 
defectives. 

If this were all, the practical importance of Rh incom- 
patibility as a cause of mental deficiency would be slight 
indeed. But Yannet and Lieberman are able to show that 
this is far from being the complete story. Zimmerman and 
Yannet’ * had previously observed that among their own 
families, and in those reported in the literature, were to 
be tound instances of severe mental retardation without 
evidence of the involvement of the basal ganglia. In the 
second place certain children identified post mortem as 
cases of kernicterus had suffered from so slight a jaundice 
that it had been considered physiological. Accordingly 
Yannet and Lieberman set out to discover whether there 
was any evidence to show that Rh incompatibility might 
be responsible for a proportion of ordinary low-grade 
mental deficiency. They determined the Rh blood group 
of 109 idiot and imbecile children, together with that of 
their mothers : 53 of the children fell into various special 
groups (mongols, 23 ; spastic diplegia, 13 ; post-natal infec- 
tion, 8: birth trauma, 4: cranial anomalies, 3 ; cerebellar 
ataxia, 1: amaurotic idiocy, 1). Of these, only 4 proved 
to be Rh-positive with Rh-negative mothers, which is close 
to the expectation in a random sample of the general popu- 
lation. On the other hand, the 56 undifferentiated idiots 
and imbeciles included no fewer than 11 who were Rh- 
positive with Rh-negative mothers. If we were to draw a 


Verhandl. deutsch. path. Ges., 1904, 6, 109. 
2 Amer. J. Dis. Child., 1935, 49, 418. 

Amer. J. ment. Def., 1944, #9, 133. 
1 Amer. J. Dis. Child., 1933, 45, 740. 
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random sample of 56 mothers and children from the general 
population, the expected number, accepting the proportion 
of Rh-negative persons as 15%, would be 5.15—less than 
half the number observed. So large a discrepancy would 
not occur by chance oftener than once in about 75 trials. 
This calculation, moreover, does not take into account the 
fact that the deviation from expectation is in the direction 
demanded by hypothesis. This finding is the first indica- 
tion, and a very strong one, that a far from negligible pro- 
portion of low-grade defectives owe their condition to Rh 
incompatibility. Taken in conjunction with a hypothesis 
firmly grounded on pathological and clinical observations, 
it seems out of the question that the excess could be any- 
thing other than an indication of cause and effect. Some 
children, therefore, who recover from their pernicious 
jaundice. or who may not display pernicious jaundice at 
all, become mental defectives of ordinary undifferentiated 
type because of damage to their brains owing to develop- 
ment of anti-Rh factors in their mother’s blood. These 
observations have been speedily repeated by Snyder, Schon- 
feld and Offerman.” They confirm Yannet and Lieberman's 
findings, for 11 out of 68 similar undiiferentiated defectives 
proved to be Rh-positive with Rh-negative mothers. Add- 
ing the two series together, the number is 22 out of 124. 
The expected number in a random sample of 124 is 11.40. 
The odds against so big a difference as this arising by the 
accidents of sampling are nearly 600 to 1, again without 
allowing for the fact that the deviation is in the expected 
direction. The evidence in favour of the hypothesis is thus 
very strong, but the figures are not yet sufficient’ to allow 
any close estimate to be made as to how much mental 
deficiency is due to this cause. Should further work reveal 
a figure similar to that indicated in these first series, then 
Rh incompatibility would be about half as important 
numerically as mongolism as a cause of mental deficiency 
among institutional defectives. 

Before this new discovery was made Haldane, in a paper 
discussed in an annotation in these columns,® pointed out 
that erythroblastosis foetalis is responsible for more deaths 
than is any other inherited condition—perhaps for more 
than all of them put together. Rh incompatibility there- 
fore raises a problem in negative eugenics second to no 
other. We suggested in our annotation that this eugenic 
problem might be evaded in the future by timely recogni- 
tion followed by prompt treatment of the newborn child. 
Prof. Leonard Parsons’ suggested we were unduly opti- 
mistic. He pointed out that much damage may perhaps 
occur before birth, instancing particularly kernicterus. 
The present findings among mental defectives add notably 
to the known evil effects of Rh incompatibility and empha- 
size the doubt whether successful treatment at birth may 
not sometimes merely substitute a living idiot for a dead 
saby, and this apart from the fact that even more fre- 
quently there may be no severe jaundice at all. It seems 
futile to suggest that the 15°”, of Rh-negative women should 
have 85° of the male population barred to them: yet the 
dangers are relatively great. It 1s clear that more research 
is urgently called for along a number of different lines. 
In particular, it is much to be hoped that Yannet and 

3 J. Heredity, 1945, 36,9. 
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Lieberman’s work will be followed up on a_ large 
scale. It could then be determined how much low-grade 
mental deficiency is due to Rh incompatibility. Intensive 
work could be done on mothers and defective children 
when the former proved to be Rh-negative and the latter 
Rh-positive ; such studies would include family investiga- 
tions and inquiries regarding previous pregnancies ; the 
attempt could be made to distinguish clinically those defec- 
tives who owe their mental state to maternal anti-Rh 
immune bodies. The problems are urgent, while the 
resources of a single colony are insufficient to provide 
enough material within a reasonable time. Clearly there 
is need for co-operative research by many such institutions, 
in collaboration with the experts of a serological laboratory, 
and we are pleased to record in this week’s correspondence 
columns an offer to collaborate from Drs. R. R. Race and 
A. E. Mourant, of the Galton Laboratory Serum Unit at 
Cambridge. 


EPIDEMIC DIARRHOEA 


Although “ summer diarrhoea ” has ceased to occur in great 
epidemic waves and the annual deaths from diarrhoea in 
children under 2 years of age have fallen in half a century 
from 40,000 to 3,000, yet more voung children die of this 
disease to-day than from any other infection except pneu- 
monia. It is accordingly a cause of considerable anxiety 
to those concerned with the public health, the more so as 
there is evidence of an increased incidence during the war 
years, and large-scale epidemics have recently broken out 
in at least two cities. Epidemiologically, infantile gastro- 
enteritis is characterized by its preponderance among arti- 
ficially fed infants in poor-class urban areas ; aetiologically. 
no bacterium or virus has yet been discovered which can 
be accepted as the specific cause of the infection. Indee 
many expert observers regard infantile enteritis as a non- 
specific disease secondary to parenteral, and particularly 
upper respiratory, infection. Others believe that the 
primary agent is a virus which has its entry into the oro- 
pharynx, predisposing, like the viruses of measles and influ- 
enza, to secondary complications such as otitis media : 
others, again, hold that otitis media is the primary infection 
leading to secondary diarrhoea and vomiting. 

Among recent contributions to the solution of this com- 
plex problem is the report by Buddingh and Dodd! of a 
virus isolated from the mouths of young children with 
stomatitis and diarrhoea. The first symptoms in this syn- 
drome, which appears most commonly in infants under 
6 months of age, are a sore mouth, refusal of feeds, fret- 
fulness, but no fever. The lips and anterior margin and 
under surface of the tongue are fiery red, and fine vesicles 
may be noted on the affected areas and on the gums. Later 
the mucous membrane of the tongue desquamates and 
leaves a raw ulcerated surface. Diarrhoea but not vomit- 
ing occurred in about one-third of the cases ; stools were 
frequent and contained large quantities of mucus, some- 
times flecked with fresh blood. The disease is infectious, 
with an incubation period of 2 to 3 days and a rather mild 
course of 3 to 10 days; there may be relapses. Aetio- 
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logically it is distinct from herpetic stomatitis ; specific 
antibodies appeared in the blood of affected children. 

It may be noted that an epidemic form of nausea, 
diarrhoea, and vomiting among adults, often diagnosed 
as “gastric flu,” has in recent years been observed both 
here and in the U.S.A. Reimann and his colleagues~ have 
given a detailed account of this type of infection, which 
they believe may be due to an air-borne enterotropic virus. 
Most commonly the first complaint is of epigastric discom- 
fort and nausea (like sea-sickness), followed in a few hours 
by vomiting. Diarrhoea, if it occurs, is characterized by 
considerable abdominal discomfort. There is only slight 
fever or none at all, and the symptoms clear up in | to 2 
days. Very few patients feel ill enough to go to bed or to 
call in a doctor. The syndrome is similar to that described 
in this Journal two years ago by Bradley,’ except that 
diarrhoea was not prominent in the outbreaks he recorded. 
Hyperaemic tongue papillae and injected fauces, like the 
early stages of a streptococcal throat infection, were, how- 
ever, commonly noted among his cases. Although there 
is apparently no special seasonal incidence for this infec- 
tion, many of the recorded outbreaks occurred in late 
autumn. Attempts to isolate a specific bacterium or virus 
have failed, but Reimann and his colleagues reported some 
success in the transfer of infection to human volunteers 
who inhaled the sprayed filtered nasopharyngeal washings 
or stools of affected patients. 

Claims that the much more serious gastro-enteritis of 
infants is due to infection by some abnormal member or 
the coliform family are made from time to time, and 
Sevitt' in a recent investigation of some 400 cases in Dublin 
has been impressed with the frequency of both proteus and 
paracolon bacilli in the faeces of affected infants compared 
with normal control cases. Feeding experiments in kittens 
with paracolon strains resulted in entero-colitis in a high 
proportion of the animals. These studies, correlated with 
the recent summer outbreaks and the greater prevalence of 
flies, point again to a primary intestinal food-borne infec- 
tion, and, although evidence of acute inflammatory reaction 
in the gut is usuaily absent, the frequency of liver damage 
in cases of infantile enteritis suggests absorption of toxic 
substances from the bowel. Another point in favour of an 
intestinal aetiology in one form of the infection ts the 
apparently beneficial effect of sulphaguanidine in neonatal 
diarrhoea, as originally claimed by Henderson’ and lately 
corroborated by Campbell® in outbreaks in maternity units 
in Melbourne. The newer intestinal antiseptics deserve a 
more extensive and controiled trial in the enteritis of older 
infants. 

Careful bacteriological examination of the faeces or 
rectal swab on modern selective media should always be 
carried out in cases of infantile enteritis, and the stools 
of children over | vear of age should be examined directly 
for Giardia, which has been incriminated as a cause of sub- 
acute diarrhoeal attacks.’ Yet American findings agree 
with experience in this country that specific bacterial patho- 
gens are rarely found among cases of infantile diarrhoea 


2J. Amer. med. Ass., 1948, 127, 1. 
3 British Medical Journal, 1943, 1, 309. 
4J. Hvg., Camb., 1945, 44, 37. 
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6 Med. J. Austral., 1945, 1, 79. 
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GRAFTING FOR EYE BURNS ay 


in temperate climates. Thus, while Hardy and Watt* found 
dysentery organisms in 63% of the severe cases and in 
33% of mild disorders among infants up to 6 months 
of age in New Mexico and Georgia, only 7% of affected 
infants of the same age group in New York gave positive 
findings. But if the aetiology of this non-specific enteritis 
is still obscure its prophylaxis is possible if ways and means 
can be found for working-class mothers to breast-feed 
their babies for the first six months of life. An adequate 
diet during pregnancy and lactation together with helpful 
advice and education will largely solve this problem. For- 
tunately, the Government is beginning to realize that the 
“nutrition of the pregnant and lactating poor should be a 
first charge on the resources of a Christian State.” 


GRAFTING FOR BURNS OF THE EYE 


The use of buccal mucous membrane grafts for the treat- 
ment of cicatricial conditions affecting the conjunctival sac 
is well known, but their use for more acute conditions 
of burns of the conjunctiva is not so widely appreciated. 
Denig® in 1920 advocated the principle, to which he had 
referred in 1912, of providing an epithelial covering for 
granulating burnt conjunctiva rather than allowing it to 
heal without surgical intervention. Again in 1929!° he dis- 
cussed the use of circumcorneal buccal mucous membrane 
grafts in extensive conjunctival burns, and in all cases of 
ammonia burns of the eye, claiming that in many it pre- 
vented the severe complications that would normally follow 
such injury. The technique was to employ two or more 
grafts suitably shaped to replace the burnt conjunctiva 
around the cornea, secured to the sclera by interrupted 
catgut sutures, which were removed in 10 to 12 days. 
O’Connor'! in 1933 emphasized the seriousness of burns 
due to ammonia, and mentioned the delayed effect which 
becomes evident in a week or ten days. He claimed that 
early grafting diminished scar-tissue formation, prevented 
symbiepharon, and had a beneficial effect on corneal nutri- 
tion. For burns of the palpebral conjunctiva he placed 
the graft on a small thin stent mould and sutured it in 
place, care being taken that the stent should not be in 
contact with the cornea ; if that was not possible he sutured 
the graft in place without using a mould. Circumcorneal 
grafts were used for burns affecting the bulbar conjunctiva. 
There were many technical difficulties and failures, but 
there was also the possibility of great benefit for many 
severe burns of the eye. In 1938 Denig!? described the 
impairment of the limbal circulation in ocular burns which 
led to the formation of a secondary opacity in the cornea, 
and showed how this was preceded by infiltration of the 
sclera, which in experimental work was shown to be quite 
apparent in 48 hours and advanced in 5 or 6 days. This 
damage could be prevented if grafting was performed very 
early—say, one hour after the injury. It was also con- 
siderably less than it would otherwise have been if the 
grafting was done in 24 hours. He found that the effect 
of an alkali was greater than that of an acid, and that 
ammonia was particularly damaging. If because of the 
severity of the burn or too much delay the sclera is necrosed 
the graft will not take. In general it was found best to 
operate within six hours of the injury, but even if delayed 
longer than this it was better than not to operate at 
all. Localized damaged patches of bulbar conjunctiva 
could be removed and replaced by a graft sutured to the 


8 British Medical Journal, 1942, 2, 151. 
9 Amer. J. Ophthal., 1920, 3 s., 3, 256. 
10 Arch. Ophthal., Chicago, 1929, 1, 351. 

11 Thid., 1933, 9, 48. 
12 Med. Rec., 1938, 148, 395. 


sclera, and more extensive transplants according to the 
extent of the damage. He quoted 82% success by oper- 
ating in this way and a higher percentage in those operated 
on within six hours. It was found that blindness was three 
times more frequent after conservative treatment than after 
operation. He stated that all cases with corneal damage 
accompanying a conjunctival burn should be operated on, 
and that conservative treatment should be confined to first- 
degree burns without corneal damage unless they were 
caused by alkali or liquid gas or halogens. 

Siegel '* has classified conjunctival burns as follows : 
(1) simple conjunctivitis ; (2) with profuse exudate ; (3) with 
necrosis, emphasizing the potential danger to the cornea 
caused by blockage of the perilimbal blood vessels and 
lymphatics. Particularly grave are those cases in which the 
sclera is of a porcelain-white appearance. He advocated 
early grafting in all cases in which damage to the peri- 
limbal circulation might be suspected, and the destruction 
of vascular supply to a part or the whole of the cornea 
was his criterion for grafting. Various grafts have been 
tried. Probably the best, when available, is autogenous 
conjunctiva, labial mucous membrane being the next best. 
Buccal or labial mucous membrane retains its rosy colour 
and thickness, but at a later stage the cosmetic result can 
be improved to some extent by operation if required. The 
graft can be removed by means of a cataract knife, and 
very fine silk or catgut is used to suture it in place, the 
silk sutures being removed in a week ; until then the eye 
is kept closed with a pad and sterile petrolatum applied. 

The results seem to show that treatment of this kind 
improves the chances of retaining a useful eye afier severe 
conjunctival burns, and that less severe cases are benefited 
by such treatment. It is only too well known that disasters 
can befall an eye after chemical burns, and it is dishearten- 
ing to watch such a case and see the conjunctiva shrink up 
and the cornea become cloudy and ulcerated in course of 
time—resulting in a useless eye, or an eye with extensively 
adherent eyelids which render the eye useless. If some 
mitigation of these ill effects is possible by any form of 
treatment then it should be given a trial, and the experience 
of those who have tried early grafting with buccal mucous 
membrane after removal of damaged conjunctiva indicates 
that this is a line of treatment that should be more widely 
recognized. The practical application of these principles 
is by no means easy, and there are technical difficulties. 
The operation may have to be carried out when the patient 
is still in much pain ; swelling of the lids may be considerable 
and will interfere with facility of operation. There is, how- 
ever, so much at stake that a patient should be given what- 
ever chance there is of retaining useful vision and of 
diminishing the seriousness of ensuing complications. The 
method of treatment by early grafting of buccal mucous 
membrane promises to be of benefit in this way. 


SULPHONAMIDE CHEMOPROPHYLAXIS IN 
WOUNDS 


During a period which began rather before the war and 
extended well into it sulphonamides were regarded as the 
mainstay, apart from adequate surgical treatment, in pre- 
venting wound infection. Armies provided their soldiers 
with packets of sulphanilamide to shake into their wounds, 
and even with tablets to swallow thereafter. Proflavine 
and then penicillin came in in the later stages of the war, 
and we shall probably never know how much good was 
really done by the earlier method ; for many reasons this 
war has been a less fertile opportunity of studying wound 
infections than the last. Meanwhile a group of investi- 


13 Arch. Ophthal., Chicago, 1944, 32, 104. 
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gators in the U.S.A., officially instructed to ascertain the 
truth in this matter for the benefit of further casualties, 
have analysed the results of sulphonamide prophylaxis in 
a large series of civilian wounds. The report on this investi- 
gation by F. L. Meleney' deals with a total of 2,191 cases, 
of which 926 were wounds of soft parts, 674 compound 
fractures, and 591 burns. They were treated at nine dif- 
ferent centres, where records were kept in a uniform 
manner for subsequent analysis as a whole. No uniform 
system of sulphonamide treatment was apparently adopted, 
the cases being divided into those which received it in 
any form, whether local or general, and those which did 
not. The number of control cases was about equal to the 
treated among burns, but only one-third in the two other 
categories ; and some difficulty seems to have been found 
in providing adequate controls, particularly at centres deal- 
ing with serious industrial accidents where sulphonamide 
prophylaxis had come to be regarded as a necessity. There 
is also evidence that the treated cases were rather more 
severe, exhibiting in a higher percentage those features 
tending to the establishment of infection. It is neverthe- 
less thought that the controls form a satisfactory basis for 
comparison. These extensive data are analysed and cross- 
tabulated in almost every possible way in a total of forty-six 
tables. From this analysis the dependence of the frequency 
of infection on such factors as the extent of tissue damage 
and of contamination emerges clearly. On the other hand, 
it affords no evidence whatever that sulphonamide treat- 
ment reduced the frequency of infection; the controls on 
the whole fared somewhat better from this point of view. 
This conclusion was evidently unexpected, and has been 
accepted with regret. It is fully recognized that sulphon- 
amides may prevent so extensive a spread of infection 
as to endanger life: the actual mortality from sepsis in 
this series was very low, thanks presumably to the initial 
administration in the treated cases, and to subsequent 
administration for definite indications in the controls. 
What sulphonamides will not do, according to these results, 
is to reduce liability to either trivial or serious infection 
of the wound itself. Routine prophylactic administration is 
therefore wasteful, and, owing to the toxic reactions that 
sometimes follow, positively harmful. 

The wheel has certainly turned full circle since the high 
hopes of five years ago. Perhaps the last word on the 
subject has not been said ; there are certain objections to 
this method of arriving at the truth. Great numbers do 
not compensate for lack of uniformity in material, and 
those who have the opportunity should repeat this com- 
parison under more closely controlled conditions. There 
is, after all, clear experimental evidence that sulphonamides 
will check the activities at least of certain bacteria in 
wounds, and, if corresponding results are not observed in 
the clinical field, there must be reasons for it which have 
now to be ascertained. 


THE PHYSIOLOGY OF EMOTION 


Emotion is thought to have an emergency value. Its 
physiological effects are generally held, according to the 
views of W. B. Cannon, to be such as to put the body into 
a state to deal efficiently with a situation. In fear and rage 
the best conditions are provided for supreme muscular 
effort, in part, by the secretion of adrenaline. Cannon’s 
views have now been criticized by M. B. Arnold.* She 
points out that the results of fear and of adrenaline injec- 
tions in animals are frequently to produce a state of frozen 
immobility, and occasionally prostration. Adrenaline is 


1 Surg. Gynec. Obstet., 1945, 80, 263. 
2 Psychol. Revy., 1945, 52, 35. 
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supposed to cause an increase in muscular contraction, in 
blood flow to the limbs, and in the rate of the heart-beat, 
lysis of liver glycogen, contraction of the spleen, and a 
relative polycythaemia. Arnold gives evidence for denying 
some of these effects, for regarding others as secondary 
parasympathetic reactions, and for reinterpreting the experi- 
ments from which they have been deduced. The effect of 
a stimulus on the organism has to be distinguished from 
the organism’s reaction to that effect. The classical theory 
of reciprocal innervation does not hold entirely good, and 
must be replaced by a theory of action and reaction between 
the sympathetic and parasympathetic systems. The effects 
of fear and rage are opposite : in the one somatic activity 
is regularly reduced, in the other increased. Fear may be 
useful to the organism not because it prepares for action 
but because it enjoins caution. 

Arnold believes that there are at least three different 
physiological states corresponding to three different 
emotions: fear, with predominantly sympathetic excita- 
tion; anger, with strong parasympathetic excitation ; and 
excitement, or elation, with moderate parasympathetic 
activity. The startle reaction and explosive, or epileptoid, 
behaviour are different again, and correspond to a “ func- 
tional decortication” ; in them an immediate response is 
obtained via the cholinergic mechanism, without conscious 
evaluation. Neither anger nor fear has an emergency func- 
tion ; the optimal state of the organism is in a moderate 
degree of activity of the cholinergic mechanism. 

Some of Arnold’s arguments have a polemic ring ; and it 
is difficult to believe that the immediate response of the 
organism to an emergency situation is not controlled by 
physiological mechanisms which in the past have been 
adaptive and had a survival value. Nevertheless she makes 
it clear that many current and accepted views on the 
physiology of the emotions are over-simplified and may 
need reconsideration. Whatever the evolutionary value of 
fear and rage in our brutish ancestors, they have little 
survival value in such emergency situations as arise in war- 
fare to-day. The cool head stands the best chance in both 
aggressive and evasive action. 


THE NEW MINISTER OF HEALTH 


Among the elderly men whom Mr. Attlee has chosen for 
his Administration the new Minister of Health, Mr. Aneurin 
Bevan, stands out by reason of his age: he was described 
by one newspaper as “ the baby of the Cabinet.” He has 
represented the Ebbw Vale Division of Monmouthshire 
since 1929, and during this time has built up a reputa- 
tion as a back-bench critic with a formidable tongue and 
destructive wit, qualities also used to effect in the paper 
with which he has recently been associated—the Tribune. 
The son of a coal-miner, Mr. Bevan himself went into the 
mines after leaving school at the age of 13. He was promi- 
nent in the councils of the South Wales Miners’ Federation, 
and was miners’ disputes agent in 1926. Since 1928 he has 
been a county councillor for Monmouthshire. He was 
expelled from the Labour Party in 1939 because he asso- 
ciated himself with the “ Popular Front” movement, but 
nine months after this expulsion was readmitted to mem- 
bership. Now, at the age of 47, he becomes the fifth 
Minister of Health this country has had since the beginning 
of the war. 


Mr. Attlee has appointed Viscount Addison to be Secre- 
tary for the Dominions, and he also becomes Leader of the 
House of Lords. Dr. Edith Summerskill is to be Parlia- 
mentary Secretary to the Ministry of Food. 
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THE RETURN OF ODYSSEUS 


THE PROBLEM OF MARITAL INFIDELITY FOR THE 
REPATRIATE 


BY 
ALFRED TORRIE, M.B. 
Lieut.-Col., R.A.M.C.; Army Psychiatrist 


The returning soldier from a prisoner-of-war camp or from an 
oversea theatre of war may have many difficulties to solve, and 
often the greatest of these is the problem of marital infidelity. 
Most repatriates are able to adjust satisfactorily, but some 
require help. 

It will be remembered that Homer described very accurately 
the hopes and fears of a soldier, Odysseus, who was both a 
prisoner of war and a repatriate. The epic poems telling his 
story are symbolically true and eternally applicable. Odysseus 
(Ulysses) when he was abroad on his campaigns had doubts 
of his wife’s fidelity and visualized her surrounded by many 
suitors. His fears were counteracted by his wish that she would 
defer continually her yielding to their persistence. This she 
contrived by the trick of promising her favour when _ her 
tapestry reached compietion; but each night she undid the 
work of the day. On his return to. his own country he was in 
doubt whether he would be accepted and acceptable, and so 
he made himself known to devoted servants of whose loyalty 
there was no question. In order to observe without declaring 
his identity he dressed himself in the garments of a peasant. 
and when he was sure of his ground assumed his proper 
raiment and wooed and won his wife again. 

The moral to be drawn from this is that the returning 
soldier may be full of fears and hopes and that his main con- 
cern is to be both loved and lovable. 


The Problem of Marital Infidelity 

Of 100 repatriates from prisoner-of-war camps in Germany 
and Italy treated in a psychiatric unit at home 24 had as the main 
precipitating factor in their neurosis marital disharmony. Their 
symptoms were those usually found in reactive anxiety states: 
depression, sleeplessness, irritability, restlessness, somatic dis- 
turbances of various kinds, outbursts of aggressiveness, attacks 
of weeping, and a feeling of inadequacy and inferiority alterna- 
ting with a paranoid attitude towards their wives. This latter 
attitude in many instances began during their imprisonment, 
often as a result of infrequency of letters and sometimes follow- 
ing the receipt of news by a fellow prisoner that his wife was 
seeking a divorce. The communal gloom that occurred in a 
camp when such a letter was received was graphically described 
by one intelligent and observant patient. The opposite feeling 
is Well pictured by P. H. Newman (1944) in his article on the 
prisoner-of-war mentality. This writer describes a_ lecture 
delivered by a recently captured R.A.F. officer who, after giving 
a picture of wartime life in England, added: “ And, boys, the 
girls still love you.” He adds that this comment evoked an 
immediate and marked response in the audience, in contrast to 
their apathy during the lecture. 

I have recently seen an officer patient who had to deal with 
many welfare problems arising from marital infidelity, and this 
work had such an effect on him that he began to construe the 
most innocent remarks in his wife’s letters as evidence of the 
diversion of her affection elsewhere. 

Aetiological Factors in Marital Disharmony.—These were 
elicited by interviewing the wives of most of the patients in 
addition to making a detailed psychiatric investigation of the 
repatriate. 

The Problem of Penelope 

It seems to me that war and its attendant destructiveness are 
fundamentally foreign to the creative aspect of a woman’s 
personality. Not only may it remove the presence and support 
if the husband, but at the same time she is exposed to unusual 
dangers, difficulties, and responsibilities. The long absence of 
her husband may in time cause her to accept the offer of 
sympathy, understanding, and support readily given in many 
instances by a soldier or civilian who has a complementary 
need ,jto care for and protect. This may be the innocent 
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beginning of a situation which ends in infidelity. Some wives 
had been evacuated from danger to new environments in safe 
areas, with the new danger of boredom, while others remained 
at home in an atmosphere of heightened emotional tension 
during enemy activity. New ties were formed in an atmosphere 
either of common danger or of boredom. The _ repatriate 
cannot enter into this new way of life, even in retrospect ; nor 
can the wife fully appreciate the nature of prison-camp life. 
Few repatriates realize the many difficulties their wives have 
had as a result of wartime restrictions. In addition there is 
the need for male control and guidance in homes where there 
are children. The total management of the home causes to 
devolve on the woman many tasks formerly undertaken by the 
husband. The advent of a helpful male friend may initiate 
a train of events perhaps ending in marital infidelity, which , 
may be excused by the common belief held by many women 
that, anyway, men are unfaithful. It need hardly be said that 
the sudden cessation of regular sex life for a woman with no 
adequate sublimatory channels may lead to difficulties. A 
further obvious factor is that the husband may have always 
been inadequate from the physical and other points of view, 
and a more satisfying partner may appear during his absence. 
Homosexual regression in some cases is a factor that may be 
found in either wife or husband. What is most difficult for 
the husband to understand is that the physical infidelity of his 
wife may not constitute a supplanting of him in her affection. 


The Problem of Ulysses 


Many prisoners of war fear that their experiences may have 
caused both physical and mental deterioration. They have 
fears of loss of potency, and these fears may indeed bring it 
about. Impotence may also occur as a result of the guilt 
engendered by the fusion of sexuality with aggressiveness. 
There may be feelings of guilt, inadequacy, and inferiority due 
to homosexual regression and as a reaction to capture. In the 
camp the prisoner has highly coloured fantasies of his return 
home and of his reception. Al] these factors are difficult for 
the wife to understand, as is the whole picture of his life in 
camp. The dream of beginning all over again and securing a 
home is often rudely shattered by the many difficulties besetting 
the path of young married couples to-day. The sense of 
inadequacy is increased by these frustrations. Guilt over cap- 
ture leads to a feeling that, being no longer a fighting soldier 
and therefore an unheroic figure in his own eyes, he may be 
less lovable in the eyes of his wife and family. In parenthesis 
it may be said that the problem of explaining the capture of 
the father to children whose games are all of battle must be 
a very difficult one for the wife. In the neurotic repatriate, 
paranoid feelings towards all and sundry are often quite strong. 
He may feel that his capture is due to bad leadership in the 
field and at home, and that he is the innocent victim of this. 
His attitude towards his wife is coloured by these feelings, and 
often also by poison-pen letters, and he is less willing to under- 
stand any wartime friendship. On his return he adopts the 
attitude of Othello, and disharmony quickly follows. His 
neurotic dependency may have been increased by his ex- 
periences, and he is unable on his return to give to his wife the 
care and support which she rightly expects. Lack of con- 
fidence in ability to regain previous skill at work further 
diminishes their feciing of adequacy as husbands and bread- 
winners. 

Treatment 

It must be said at the ouset that separation and divorce 
should be the last solution, especially where there are children. 
The patient's neurosis is treated on ordinary lines until he is in 
a fit state mentally to face the problem of his marital unhappi- 
ness. In most cases I sent for the wives and interviewed them. 
In only a few did I discover that the wife no longer wished 
to live with her husband. These marriages were based on very 
inadequate foundations, and generally after a brief acquaint- 
ance. In most of these cases there were no children, and 
reconciliation was impossible. In the majority, however, the 
wives wished to start again, and were convinced that they 
wanted only their husbands. This knowledge was the most 
effective weapon in treatment, and once the patient was con- 
vinced of-_its truth reconciliation was possible. After the wife 
had been interviewed the patient was brought in and every 
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aspect of the problem discussed fully and frankly by all three 
of us. The tendency on the part of the husband to use the 
past as a weapon in any later disagreement should be pointed 
out. Any physical marital difficulties must be rectified. 


Summary 
Out of 100 repatriates in a psychiatric unit at home 24 had a 
neurosis largely precipitated by marital infidelity. 
The factors leading to this are discussed from the woman's point 
of view. 
The attitude of mind of the ,epatriate is described. 


Treatment must include an adequate interview with the wife and 
a conference between the married couple and the psychiatrist. 


REFERENCE 
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CONFERENCE ON PUBLIC HEALTH 


The County Borough Group of the Society of Medieal Officers 
of Health held its annual meeting from July 13 to 15 at 
Wadham College, Oxford, under the presidency of Dr. A. 
Massey. Among the members present were Sir Wilson Jame- 
son and Dr. J. A. Charles of the Ministry of Health, and the 
guests at the inaugural dinner held in the Hall at Wadham 
included the Mayor of Oxford (Councillor R. P. Capel), Sir 
Farquhar Buzzard, and Prof. J. A. Ryle. On July 14 the 
Mayor gave an official reception for members at the town 
hall. There was a special demonstration by Mr. H. Cotton 
of the statistical methods and machines in use at the Institute 
of Social Medicine, Oxford. Dr. R. H. H. Jolly was elected 
president of the Group for the coming year, while the secretary 
is Dr. J. Greenwood Wilsen. 

Among the addresses given at the conference was one by 
Prof. J. A. RyLE, on problems and prospects of the Institute 
of Social Medicine. He emphasized the importance of close 
association between an academic department such as that under 
his direction and those more practically concerned with public 
health. He compared the technique of the specific social 
medical survey with that of more orthodox clinical studies 
and stressed the need for social experiments in varying com- 
munities. He called attention particularly to the work of the 
Bureau of Health and Sickness Records set up in Oxford 
with the financial aid of the Nuffield Provincial Hospitals 
Trust. 

Dr. ROBERT SUTHERLAND, in a paper on the work of the 
Central Council for Health Education, said its task was to 
make the community dissatisfied with everything except the 
best in communal and individual health. This meant not only 
spreading knowledge but teaching the community how to 
behave so as to reduce the impact of forces unfavourable to 
health. Health education was not simply a question of propa- 
ganda but a way of living. The Central Council’s long-term 
policy was to influence the individual not only to make the 
best of his environment but to modify it to his advantage. 

Dr. J. GREENWOOD WILSON, discussing post-war housing, 
said that in this country there was no single co-ordinating 
influence over the many groups of persons interested in hous- 
ing problems. There were between forty and fifty study 
committees of the different Ministries, and the Government's 
Building Research Station had an honourable record of re- 
search into the structural efficiency of building materials. In 
fact, however, little had been done to publish the results of 
housing research. It was time to fill some of the gaps in our 
knowledge of desirable housing arrangements. Exhibitions of 
the right kind should be a routine part of the national pro- 
gramme of health education, and it was his object to incite the 
medical officer of health to a new interest in housing and to 
approach the problem from the point of view of a biologist, 
studying the effects of housing conditions on the health of 
humanity. Dr. G. C. WittiAMs, M.O.H. for Oxford, referring 
to the application of the new Education Act, said routine 
school medical inspection had been described as the corner- 
stone of the school medical service, but the shortage of doctors 
had shaken it. Intermediate inspections, at any rate, might 
well be done by the best type of school nurse. On the ques- 
tion of finance he pointed out that if the local education 


authority had to accept financial responsibility for every child 
treated in hospital his city would be involved in an additional 
rate of 2d. in the pound. In the discussion which followed 
it was suggested that hospital contributory schemes would, as 
one result of the new Act, repudiate liability for children’s 
hospital costs, and this would necessitate a financial agreement 
between health and educational committees. 


LA PRESSE MEDICALE 
A FRANCO-GERMAN INCIDENT 


We are already beginning to get a glimpse of what our French 
colleagues had to suffer during German occupation. One 
example of what they had to endure is shown in the following 
note which the Editor of La Presse Médicale had to publish 
in the issue of March 13, 1943, which has just reached us: 


En exécution des mesures de Concentration Industrielle ordonn es 
par le chef du Gruppe-Presse de la Propaganda-A bteilung-M ilitaer- 
befehishaber in Frankreich, notre journal doit changer d'Ilmprimerie. 
Nous nous excusons auprés de nos abonnés si certains retards se 
produisent dans l’envoi des numéros. 


Having been forced by the German propaganda department 
to change the printer, La Presse Médicale nine months later had 
to reduce its issues to two monthly. This was ‘ Conformément 
aux décisions prises par la Corporation nationale de la Presse 
francaise, en accord avec le Chef du Gruppe-Presse, Propaganda 
Abteilung in Frankreich. . 

Nine months after this, on the cover of the issue of Nov. 
11, 1944, the Editor was able to announce its deliverance from 
its German press masters in the following message: 


La Presse Médicale reparait aprés une interruption de pres de 
trois mois; elle désire saluer, dés ce premier numéro, la libération 
de Paris et celle de la presque totalité de la France. 

Tous les autres événements pdlissent a cété de cette simple mention 
et notre journal n’accepterait pas de reprendre sa vie normale sans 
que soit dite d’abord dans ses colonnes la reconnaissance de tous les 
fils de France aux rénovateurs de sa liberté. 

Notre premiére pensée se dirige vers ceux qui ont donné ou qui 
donnent encore leur vie a la Patrie, soit au dela des mers, soit sur 
le sol natal,—vers ceux qui, obscurément, prisonniers, déportés, 
ou les armes a la main, ont souffert et lutté,—vers ceux des membres 
du corps médical qui ont, dans une résistance déclarée ou occulie, 
aidé nos combattants et avec eux risqué ou sacrifie leur existence. 

Et dans ce jour ou, aprés la libération, la victoire se dessine, nous 
voulons affirmer notre communion avec eux tous et notre foi dons 
la patrie. 


As a footnote to this incident in the history of medical jour- 
nalism we would add one comment: Vive La Presse Médicale! 


BEIT MEMORIAL FELLOWSHIPS 


The Trustees of the Beit Memorial Fellowships for Medical 
Research in their annual report for the year 1944-5 record with 
regret the death of Lord Onslow, who had served as a Trustee since 
1928. They also record the great losS that they and the whole of 
medicine have suffered in the death of Sir Thomas Lewis, F.R.S., 
who was the first person to be elected a Beit Fellow when the 
Fellowships were instituted in 1910, and was a member of the 
Advisory Board at the time of his death. The resignations from 
the Advisory Board of Sir Henry Dale, P.R.S., and Sir John 
Ledingham, F.R.S. (who has since died), were accepted with regret, 
and Dr. C. H. Andrewes, F.R.S., Prof. J. H. Gaddum, F.R.S., and 
Prof. H. Himsworth, F.R.C.P., have been elected to fill the vacancies. 
The Trustees note with pleasure the election this year of Dr. H. D. 
Kay (Fellow 1922-8) and Miss M. Stephenson (Fellow 1914 and 
1920-2) to the Fellowship of the Royal Society. 

The following elections have been made: 

Fourth-year Fellowship (£500 a year) —F. W. Landgrebe, D.Sc.: 
to continue the study of the physiology of melanophore hormone 
and the nutritional factor responsible for the lethal effect of thiourea 
in rats; at the Materia Medica Department, Aberdeen. 

Junior Fellowships (£400 a year)—J. F. A. McManus, M.D. 
(Canada): to study the topography of lipine distribution in normal 
and pathological tissues; at the Department of Zoology and Com- 
parative Anatomy, Oxford. O. L. Thomas, M.B., Ch.B., M.P.S. 
(New Zealand): to study thyroid activity, the pituitary phenomena 
found experimentally in thyro-activated animals, and the problem 
of neurosecretion; at the Anatomy Department, Oxford. 
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Reports of Societies 


CLINICAL PATHOLOGISTS IN) SESSION 


The Association of Clinical Pathologists held its summer 
meeting at the School of Hygiene and Tropical Medicine on 
July 20 and 2i. Dr. W. H. Grace opened the proceedings on 
the first day with a paper on “ The Dead Infant,” in which he 
discussed the pathologist’s difficulties when post-mortem signs 
were limited. Dr. G. R. OSBORN, in a paper on the action of 
thiouracil on goitres, demonstrated the changes seen in goitres 
removed after treatment with this drug, and pointed out the 
dangers of mistaking for malignant changes the hyperchromatic 
cells and the dense, hard, nodular areas of the goitre. He 
agreed that thiouracil was now the best pre-operative treatment 
for diffuse toxic goitre. Dr. M. O. SKELTON described a case 
of fatal tracheo-bronchial diphtheria in an infant of 5 weeks, 
and stressed the difficulty of isolating the organism, especially 
in the presence of a heavy overgrowth of Staph. aureus. Dr. 
FE. N. Davey’s paper on the allergic state, in which he described 
the findings in 120 allergic children, was followed by a good 
discussion on the value of skin tests. Dr. GARDNER completed 
the day's session with a paper on the laboratory diagnosis of 
Weil's disease, with special reference to agglutination tests. He 
had investigated 900 cases of suspected Weil’s disease and had 
found 150 cases posilive. From his records it was clear that 
jaundice was not always present, and that the prognosis was 
probably beiter in the non-icteric case. Mortality differed with 
age : in a series of cases 50°, were fatal in old people and only 
5°, in young people, with an over-all mortality of 12%. He 
hoped that, since penicillin showed such promise in the treat- 
ment of the disease, the diagnosis would be more readily made, 
using standard formalized suspensions. 

Saturday morning's session began with a paper by Squad. Ldr. 
E. M. Darmapy on the traumatic uraemia syndrome, Dr. 
AtLorr and Dr. Joan Ross, who referred to cases she had col- 
lected from the battle areas, speaking in the subsequent discus- 
sion. Prof. J. H. Diste’s subject was the pathology of infec- 
tive hepatitis with special reference to hepatic biopsy, while 
Major C. E. vAN RooyeN discussed viruses and described 
rickettsial agglutination tests in the diagnosis of epidemic and 
murine typhus. Dr. K. B. RoGrers demonstrated a new tech- 
nique for controlling temperature in the sedimentation test, and 
showed the discrepancies which occurred as a result of tempera- 
ture variations. Other papers were by Dr. R. E. O. WILLIAMS 
on the value of preliminary fluid culture for the isolation of 
pyogenic cocci when a larger yield was desired, and by Dr. 
SLADDEN on the routine examination for diphtheria, using a 
tellurite Loeffler medium, which, he claimed, was a simple and 
effective substitute for the elaborate media now in use. The 
meeting ended with a contribution from Dr. H. N. STAFFORD, 
coroner for West London, on * The Corpse, the Pathologist, 
and the Coroner,” in which he discussed the duties and limita- 
tions of the pathologist in regard to the coroner. There were 
a number of demonstrations during the two days, which were 
well attended. 


An interesting series of meetings has been organized in Germany 
by Lieut.-Col. M. Markowe, R.A.M.C., and Major W. C. Harvey, 
R.A.M.C (in peacetime assistant M.Os.H. for Ipswich and South- 
gate, respectively) for Army Hygiene Officers attached to 1 Corps 
District. The morning session of each was devoted to a review of 
local problems as they affect military hygiene officers and Military 
Government public health officers, and the afternoon to discussion 
of general public health problems, including the latest developments 
in civil legislation and procedure. At the iast conference a paper 
on the school medical service was read by Major Grundy, R.A.M.C. 
(M.O.H. for Southall), and a discussion followed which was as 
varied as it was vigorous. Most of the hygiene officers who attended 
are members of the Society of Medical Officers of Health, and it is 
felt that these meetings if continued will, through the contact thus 
established. keep them in touch with their peacetime duties, and 
serve to remind them of the group meetings of their Society, to 
which they look forward when their work in Germany is donc 


P. Hogg and C. D. Bradley (J. Pediat., 1945, 26, 407) record a case 
with recovery in a female newborn 
This is the third 


of pneumococcal meningitis 
infant who wa sulphadiazine 


heen recorded. 


Rh Factor and Mental Deficiency 


Sir,—It has been established beyond doubt that Rh blood 
group incompatibility is responsible for a considerable propor- 
tion of low-grade mental deficiency. To determine the extent 
of this responsibility, which is a matter of importance, it will 
be necessary to know the Rh groups of a larger series of mental 
defectives and their mothers than has been examined in the 
pioneer work of Yannet and Lieberman, and of Snyder, 
Schonfeld, and Offerman. 

Lest any such project should break down through lack of 
facilities for Rh grouping we would be pleased to offer the 
services of our unit for this part of the work.—We are, etc., 


R. R. RAce. 
A. E. MOuRANT. 


Galton Laboratory Serum Unit (Medical 
Research Council) at Department of 
Pathology, University of Cambridgc. 


Prognosis of Coal-miners 


Sir,—At a recent meeting of the Pathological Society of 
Great Britain and Ireland a statement was made to the effect 
that a belief has arisen in certain quafters in the coal field that 
“coal” dust is harmless when breathed into the lungs. The 
implication is that, unless there is at the same time exposure 
to rock dust, men working in a coal-dusty atmosphere run no 
special danger ; there is therefore no need to control the con- 
centration of dust in the air of coal-mines, etc. As the alleged 
basis for this belief is in the findings of the Medical Research 
Council’s Committee on Industrial Pulmonary Disease, and as 
we have been associated with the investigation of pneumo- 
coniosis in South Wales sponsored by this committee, we should 
like to clarify certain points. 

In the M.R.C.’s First Report on Chronic Pulmonary Disease 
in South Wales Coalminers (Spec. Rep. Ser. No. 243, 1942) 
the view is put forward that “coal” (i.e., the organic, carbon- 
aceous, combustible matter as distinct from its contained 
mineral matter or ash) is probably not the constituent of the 
dust breathed by the miners which is responsible for their 
Pneumoconiosis. Evidence was presented to show that the 
siliceous matter which always accompanies the coal in the air- 
borne dusts and in the lungs of deceased miners is more likely 
to prove to be the pathogenic material. High concentrations 
of siliceous dust were demonstrated in all the coal-containing 
lesions of the lungs studied ; and it was pointed out that their 
presence is often missed because of the masking effect of the 
coal, which imparts a dense black quality to the gross and 
microscopical appearance of the lungs. 

In the latest report of this investigation (No. 3, Experi- 
mental Studies, in the press) further evidence is brought to 
indicate that the coal substance itself plays only a minor part 
in the production of the pulmonary abnormalities which have 
formed the basis of the pathological study. Chemical and 
mineralogical determinations have revealed abnormal concen- 
trations of siliceous dust in all lungs studied, and statistical 
treatment of the results appears to indicate a positive correla- 
tion of severity of disease with siliceous content rather than 
with coal. And of the siliceous components of the dust, quartz 
and mica seem to be incriminated rather than kaolin. with the 
balance of evidence in favour of quartz as the most active 
pathogen. Animal experiments with purified coal (i.e.. coal 
whose ash had been reduced to a minimum—considerably less 


than 1°%,) resulted in minimal reactions to the dust in the 
lungs: whereas air-borne dusts from coal-mines produced 
variable reactions, approximating in some cases to those 


obtained with highly siliceous powdered strata and dusts. 
These positive responses are attributed to the siliceous matter 
contained in the coal dust and not to the coal substance itself. 

These facts lead us to reaffirm the belief that it is the 
siliceous matter in the inhaled coal dust which is primarily 
responsible for the pulmonary abnormalities to be found 
among workers in the coal industry. Nevertheless, many facts 
of this complex aetiology remain obscure. Thus, while quartz 
is probably the most noxious constituent. the other. silicates 
may prove to be important: physico-chemical interaction be- 


tween the combustible coal and its associated silicates may 
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give adjuvant or inhibitory effects, differing with the class of 
coal; the very mixed character of the mineral fraction of the 
inhaled dust, including aluminous and other possibly antidotal 
substances, may mean that the pathogenic action of the dust 
is the resultant of the effects of a number of its constituents ; 
and the knowledge of the part played by infection in pneumo- 
coniosis is far from complete. Much further research will be 
required to elucidate these matters, and it is hoped that in- 
formation will come from medical and scientific workers in 
South Wales and elsewhere, as well as from the M.R.C.’s 
Pneumokoniosis Research Unit, in process of formation in 
Cardiff. 

The practical outcome of even our limited present know- 
ledge is that the control of the more dangerous components of 
inhalable dust in coal-mines must depend upon contrel of the 
whole of the dust. We can say with assurance that, while 
sandstone-rich strata are the most potent sources of dangerous 
dust, harmful siliceous matter is also intimately associated with 
the coal seams themselves as they are worked, and igdeed is 
contained within the interstices of the coal itself. 

It is regrettable if statements in the M.R.C. Reports as to 
the apparent non-pathogenicity of the pure coal substance are 
being interpreted as meaning that “coal dust” is not dangerous 
to breathe. The reverse is certainly the case, and for this 
reason it is mecessary to regard all dust generated within the 
coal industry as a potential hazard, and all available means 
should be employed to control and suppress its concentration 
in the air inhaled by the workers.—We are, etc., 

E. J. KING, 
British Postgraduate Medical School. 
F. D’ArRcy Hart, 


Medical Research Council. 


Pneumoconiosis of Graphite Workers 


Sir,—Perhaps you will permit me to comment on the annota- 
tion (June 30, p. 916) on a paper of mine dealing with pulmon- 
ary disease in graphite workers. 

1. The absence of clinical symptoms in the graphite workers 
concerned suggests, according to the annotation, that the lesions 
inferred from the skiagrams may be accumulations of graphite 
similar to the nodules found in iron arc welders, which at 
necropsy were found to be collections of iron particles. Such 
a point of view is not justified for the following reasons: 


(a) Absence of symptoms does not prove that the lesions in the 
Jung are mere accumulations. There are cases of silicosis in which 
the workers feel perfectly well and fit for work. Are we therefore 
to conclude that in these cases we’ are dealing merely with “ de- 
posits © of silica? 

(b) It is important to distinguish between the terms ‘* nodule ” 
and “lesion as applied to x-ray findings. Nodules may be either 
just an accumulation of dust or the reaction of the lung tissue to 
the presence of the dust. Lesions, on the other hand—e.g., fibrosis, 
dense opacities, patchy infiltrations, etc., such as are to be seen in 
the films of my cases—always imply a tissue reaction—that is, a 
pathological process. The fact that in one occupational group the 
nodules have been found at post-mortem examination to be mere 
accumulations of the inhaled dust does not allow of the conclusion 
that the nodules found in a different group are also accumulations. 
Moreover, it is not permissible to compare ‘nodules with 
“lesions ’ in trying to ascertain the nature of the lesions. If it is 
impossible to draw conclusions from one type of nodule to another, 
it is even more impossible to do so from a “nodule” to a 
“lesion.” Nothing but facts—that is, post-mortem findings on 
lungs, together with chemical analyses—can enlighten our know- 
ledge of the nature of the radiological findings, to show whether 
they are merely deposits of, or reaction of the lung to, the dust. 

2. The x-ray photographs of my cases unequivocally show 
pulmonary reactions (vide above). They are therefore cases 
of pneumoconiosis and not “ suspected pneumoconiosis, as 
they were labelled in the annotation, 

3. Although the workmen concerned stated that they had 
been dealing exclusively with pure graphite and had not had 
any other dusty job previously. I] emphasized in my paper that 
these statements might be perhaps incorrect. Your annotation 
regards the occupational histories given in my paper as in- 
sufficient. You may rest assured that the men were closely 
questioned as to any other possible chance for inhalation of 
dust. How could a negative history be given in detail?—I 
aim, <6tc., 


Kingston-upon-Hyll Tuberculosis Dispensary. LASAR DUNNER. 
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Excision of Patella 


Sir,—In reviewing the subject of excision of the patella (July 
14, p. 62) Mr. Fairbank acknowledges that “an excellent result 
may follow a properly conducted operation” and that the 
operation “is a sound procedure in badly comminuted frac- 
tures,” but nevertheless he leaves a general impression that 
the results are “anything but perfect,” that there is often 
“stumbling on rough ground,” “insecurity on stairs.” “ gross 
chronic swelling and thickening, marked limitation of both 
flexion and extension, and varying degrees of insecurity or 
unreliability,’ with gross arthritic changes which “are 
not only probable but imevitable.” In short he concludes 
that the average result varies from “disastrous” to “less 
disastrous.” 

My own impressions were completely at variance with these 
conclusions, but in order to be certain that I was relying on 
facts and not impressions, I have this week reviewed 29 patients 
whose patella 1 excised more than five years ago. In the course 
of a short letter it is not possible to analyse the difficult cases 
of patello-femoral ankylosis, infected fracture of the patella, 
patello-femoral arthritis and osteochondritis, fracture of the 
patella with fracture of the femoral condyle, and fracture of the 
patella with fracture of the shaft of the same femur, in which 
the range of movement after excision of the bone varied from 
60° to 110° and there was residual disability due to the 
associated injury. But of the cases in which the patella was 
excised for uncomplicated, linear, or comminuted fracture there 
was not one single patient with chronic swelling or thickening. 
Not one patient had any limitation of active extension; not 
one had less than 140° of flexion, and most of them could 
touch the buttock with the heel. Not one patient complained 
of insecurity or instability ; not one had the slightest difficulty 
in standing on one leg and slowly flexing and extending the 
knee, nor,.while thus engaged, in maintaining balance when I 
suddenly and unexpectedly applied a powerful thrust behind 
the joint. Not one single patient showed “gross arthritic 
change ~: not one who had arthritis at the time of operation 
showed any aggravation of it: not even patients whose patella 
was excised eight years ago showed radiographic evidence of 
disturbance in the articular cartilage of the femoral condyles 
which could be attributed to the operation. No matter what 
experimental evidence has been secured in rabbits by Timbrell 
Fisher and by Bruce and Walmesly there appears to be no 
confirmation of it in human beings. 

None of these. patients regarded themselves as being in- 
capacitated in any way. On the contrary their observations 
varied from: “It is marvellous.” “ my knee is as good as ever,” 
““T can do evervthing,” and “it looks the same and feels the 
same”; to even more encouraging comments such as: “J wish 
the other knee was as good” (the other knee never having 
been injured) and “ For anyone to say this is a bad operation 
is most unfair.” One old gentleman, whose previously sutured 
patella had given much trouble and who subsequently refrac- 
tured it, has, after excision of the bone and repair of the 
quadriceps tendon, been engaged for the last five years as a 
railwayman, jumping in and out of moving goods trains in 
the shunting vard. A younger man said that he had some 
difficulty in carrying weights up and down stairs: but I found 
that what he meant* was that whereas he could carry 288-lb. 
hinds of beef on the flat he regarded 200 Ib. (14 stones) as the 
limit of weight he could carry up and down stairs. 

It is to be noted that in many cases where the five-year result 
is Quite perfect, an extensor lag was noted three or four months 
after operation, and loss of the terminal degrees of active ex- 
tension was sometimes evident at the follow-up review twelve 
months after operation. At this stage there may well be some 
insecurity and instability, but if the operation has been done 
properly it disappears : the final result is not to be judged until 
a year or two has elapsed. It is, however, of great importance 
to emphasize Mr. Fairbank’s warning that it is not enough to 
remove the bone subpertosteally and allow the gap to remain, 
and I much regret that on one page of a textbook I have un- 
intentionally quoted the work of Ralph Brooke and Hey Groves 
in such a way as to permit this interpretation. The gap must 
be closed; it must be closed by tightly ‘“ bunching up” the 
quadriceps tendon, lateral expansions, and ligamentum patellae ; 
no matter how firmly the gap is closed there will be no difficulty 
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in regaining full flexion movement if active exercises are started 
within three or four weeks of operation. The test of a success- 
ful result is that in the extended position the knee-joint looks 
quite normal, and that even in the flexed position there is no 
more than slight flattening of contour. Any knee which, in the 
words of Mr. A. G. Timbrell Fisher (July 28, p. 133), “ looks 
like nothing on earth ” has been the victim of a bad operation, 
or of bad after-treatment by which the sutures have torn out, 
and the result will, of course, be unsatisfactory. The essential 
feature of the operation is not simply to remove the patella, 
but to replace it by a firm, strong mass of fibrous tissue. 

Finally | would disclaim the recommendation which I am 
told by Surgeon Rear-Admiral Willan has been attributed to 
me—namely, that excision should be the routine treatment for 
every fracture of the patella. In the textbook to which I have 
referred I do write: “If we also believe that the knee-joint 
suffers no loss through excision of the patella, the operation 
is indicated as the routine treatment for all fractures” (thus 
quoting the views of Brooke). But I go on to say: “If, on 
the other hand, we believe that the patella is necessary for 
protection .. . suture of the bone should be performed for 
fractures in young adults, and excision reserved for fractures 
in middle-aged and elderly patients and for severely com- 
minuted fractures in patients of all ages.” This is the view 
which I hoped the reader would accept, and it is the view which 
I still hold.—I am, etc., 


London, W.1. REGINALD WATSON-JONES. 


Sweating Sickness and Picardy Sweat 


Sir.—Your reply (June 2, p. 792) to the request for informa- 
tion regarding the sweating sickness has already been criticized 
by Sir Henry Tidy (July 14, p. 63), and although I do not feel 
qualified to discuss whether the sweats were identical with 
influenza, I feel that there are a number of interesting points 
about the strange disease which invaded this country in 1485, 
1507, 1517, 1827, and lastly in 1551 which might be of interest 
to the inquirer. 

It has been stated that Henry VII's army suffered from the 
“ sweats,” but Creighton cannot find any definite statement 
that this disease occurred in Henry’s army of French mercen- 
aries and Welsh adherents. There is evidence that the disease 
started in London. Forestier—according to Creighton—states 
that “the Sweat first unfurled its banners in England on 19th 
September, 1485,” which is about three weeks after Henry's 
entrance to London following his success at Bosworth. Other 
dates of its first appearance are quoted by Creighton, but they 
are all later than the date quoted by Forestier. There is ample 
evidence that the disease took a particularly heavy toll of the 
well-to-do, the first outbreak in London killing two Lord Mayors 
and four aldermen in a week (The Parish Register, Charles 
Cox). Forestier comments upon the suddenness with which 
the disease attacked and killed in this first epidemic. Most 
observers agree that the disease attacked with great suddenness 
and that death could occur within six hours, although the 
fatality of the later outbreaks varied enormously. Creighton 
s convinced that the poor suffer less than the rich, and this 
peculiarity of the disease not only was found in England but 
is noted in Liibeck and Bremen. The’first three outbreaks 
appear to have been localized in England, except for the pos- 
sible occurrence of the disease in Calais and Germany in 1517. 
The outbreak of 1528 spread over the Continent, apparently 
attacked Germany, the Netherlands, Denmark, Sweden, Livonia, 
Lithuania, Russia, and Poland, but France seemed to have 
escaped. The outbreak of 1551 is interesting in that it is the 
only one of the five outbreaks to occur after Thomas Crom- 
well decided in 1538 that parish registers were to be kept. 
There is an entry in the register of Loughborough, Leicester, 
in the year 1551 as follows: “ The swat called New Acquain- 
tance, alias Stoupe ! Knave and know thy Master, began 24th 
June.” This outbreak appears to have commenced in Shrews- 
bury and was confined to England. 

Hirsh (Handbook of Geographical and Historical Pathology) 
discusses the further outbreaks of this disease and considers that 
it is the same disease as the Picardy sweat. Although no 
further epidemics of the “sweat” occurred in England, he 
has compiled a list of the outbreaks of Picardy sweat in 


France from 1718 to 1874, in which period there were 194 epi- 
demics. Many of these were small and confined to single 
villages or communities. A review of these outbreaks, which 
are listed in detail by Hirsh, shows that they were almost 
confined to the north-west area of France, especially in the 
Seine-et-Oise, Bas Rhin, and Oise districts. The Picardy sweat 
seems. to have been a disease of short duration and the epi- 
demics were short-lived, but a large number of people were 
involved. The rate of sickness was 25 to 30% of the popu- 
lation, but there were great variations in the death rates. 
There is a great similarity between the two diseases—the English 
and the Picardy sweats. There are two interesting facts about 
the disease: it appeared in England on five occasions and then 
disappeared. 

Another interesting fact is that although in 1528 the disease 
spread all over Europe it did not attack France, and that the 
French soldiery of Henry VII were immune but carried the 
disease into this country is an obvious suggestion.—I am, etc., 


Swindon. LLYWELYN ROBERTS. 


Women in Labour 


Sir,—The April 7, May 12, May 26, and June 9 issues of the 
Journal have carried reports in your correspondence section 
concerning the management and control of pain of women in 


‘labour. Since our own work has been discussed in all this 


correspondence I feel obligated to clarify, for the British 
medical profession, certain misunderstandings. 

Caudal analgesia was originated simultaneously and indepen- 
dently by two French urologists—M. A. Sicard and M. F. 
Cathelin of Paris. It was first used in obstetrics in 1901. It 
was first used in obstetrics for relief of pain in terminal labour 
by von Stoeckel of Germany. By 1920, 4.000 cases of caudal 
analgesia in surgery and obstetrics had been reported. 

Investigators throughout the world have modified and ex- 
tended this method of analgesia into other fields. Invariably 
it has been abandoned from time to time for the following 
reasons: (1) Anatomic variations in the region of the sacrum. 
(2) Technical difficulties concerned with the administration of 
anaesthetic solutions into this area. (3) The prolonged induc- 
tion time of 20 to 30 minutes necessary to provide total 
sensory nerve block. (4) Systemic complications which have 
resulted from misapplication of the technique through occult 
subarachnoid injection, intravascular injection either through 
vein, capillary plexus, or direct bone-marrow injection into the 
cancellous corpora of the sacrum. (5) Lack of knowledge con- 
cerning the anatomy and volumetrics of the peridural space 
which produces a wide range of dosage in even average cases. 
We are aware of 2ll these problems. We have altered the 
technique in such a manner that continuous caudal analgesia, 
through controlled, intermittent injection, provides the patient 
with greater safety and permits the operator to eliminate 
technical difficulties and to make adjustment for anatomic varia- 
tions. There can be no question concerning the fact that pro- 
perly managed continuous caudal analgesia provides the par- 
turient with greater pain relief during both labour and delivery 
than has been achieved by any other method. This fact has 
been substantiated by the observations in more than 100 
American clinics, who have contributed 166 scientific papers 
to the medica! literature. 

In our own clinic at the Philadelphia Lying-In Hospital we have 
managed more than 3,000 labours and deliveries with this technique 
in the past two and a half years; Major James M. Siever, at Fort 
Sam Houston, Texas, in the United States Army Brooke General 
Hospital, has managed more than 2,800 such cases; Dr. Francis R. 
Irving, professor of clinical obstetrics at Syracuse University, 
Syracuse, New York, has managed 2,000 cases; Dr. Roy E. 
Nicodemus, of the Geisinger Memorial Hospital, Danville, Pennsyl- 
vania, more than 1,000 cases; Major Franklin D. Sinclair, in the 
United States Army Kennedy General Hospital, Memphis, Tennessee, 
850; Dr. William Levine, Beth-E] Hospital, Brooklyn, New York, 
more than 1,000; Dr. W. Royce Hodges of Cumberland, Maryland, 
756; Dr. Waldo B. Edwards, United States Marine Hospital, Staten 
Island, New York, 700; Dr. Norman H. Miller, of the University 
Hospital, Ann Arbor, Michigan, 450; Dr. Julian Mines, more than 
1,000; Dr. R. W. Alles, Detroit, Michigan, 400; Drs. Ellis and 
Sheffery, of Washington, D.C., 500. The group at Stanford Univer- 
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sity in San Francisco, California, have managed more than 1,000 
cases. 

From the combined reports in the American literature we 
find that more than 100,000 women in North America and an 
impressive number in South America and Central America have 
been managed by this technique, which is not too difficult for 
the average physician to master. All the reports from these 
clinics indicate a reduced maternal and foetal mortality and 
morbidity, more complete relief of pain, and a uniformly de- 
creased third-stage blood loss compared with those seen in any 
general anaesthetic management. 

Prof. F. J. Browne, who presented (May 26, p. 746) the 
dangers of caudal analgesia, quoted clinics who had, at the 
time of their reports, very little experience with the technique. 
He called attention to the delivery of the abnormal foetus in 
an Indianapolis clinic. He inferred that caudal analgesia was 
the cause of this central nervous system abnormality. He did 
not report that the baby was delivered twenty-four hours after 
caudal analgesia was abandoned under open-drop ether anaes- 
thesia. He did not review the reports of physicians who had 
had success with this method because they had made an effort 
to master the difficulties listed above. 

I should like to endorse the rational assessment of caudal 
analgesia presented by Mr. J. H. Peel and Dr. A. H. Galley 
(June 9, p. 821). Grantly Dick Read of England in his book 
Revelation of Childbirth has stated: 


“The great intensifier of stimulus interpretation is fear. This 
emotion, like pain, is protective and produces through the sym- 
pathetic nervous system a state of tension within the body. Thus 
we have the three great evils: Pain, Fear, and Tension. It is this 
syndrome which is responsible for the pain of labour. My conten- 
tion is that the pain of labour is the result of an assault upon a 
primitive function which is intended to be painless. The attack is 
made by forces against which no protective apparatus has been 
developed, because the forces have not been understood and, which 
is probably more important, the method by which the attack is 
made has not been recognized. If there is any truth in this theory, 
it should be possible to demonstrate in practice how and where this 
vicious circle may be broken through. Modern science has laid 
the smokescreen of anaesthesia in order to hide its own lack of 
perception. It appears, however, that a more rational method of 
approach to this problem would be to discover the most vulnerable 
point at which to make a counter-attack, not only to resist this 
dangerous invader which we call fear, but also to set up an efficient 
protective mechanism so that the primitive function of painless 
childbirth may be recognized by civilized women for all time as 
both natural and normal... . 

The perfect painless labour will be attained, but not by the 
administration of drugs and agents to destroy consciousness. By 
careful and patient investigation of the phenomena of labour, 
observations will be made from different aspects. Chemical, neuro- 
logical, psychological, mechanical, electrical, and even metaphysical 
facets to this physiological gem will flash some new message to 
those who care to look, and in time these varied observations will 
be correlated and sifted until the truth of natural painless labour 
is obvious to all.” 


Those of us who are seeking to provide more comfortable 
labours for all women believe that continuous caudal analgesia 
is a natural step along the road toward the conquest of pain. 
It is being made more safe ; it has been used in sufficient cases 
for an early evaluation. We respectfully request that English 
physicians join us in this evaluation by verifying the reports 
of the experienced observers with this method.—I am, etc., 


Ropert A. HINGSON, 


Philadelphia. Surgeon, U.S. Public Health Service. 
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Hydatid Disease of the Lung 


Sir,—In the Journal of July 28 (p. 135) you published a 
letter from Dr. J. G. Edwards upon the subject of hydatid 
disease. Dr. Edwards commented unon an annotation which 
appeared under the heading of “Cave Canem,” which annota- 
tion dealt with a review of a paper by us upon the subject of 
hydatid disease of the lung. In his letter Dr. Edwards attributes 
to us certain statements, some of which were never made in 
the original article, although they may have been suggested 
by the annotation. We would ask your permission to comment 
briefly on these points. 

1. “Erosion of the ribs does not occur.” We have post- 
mortem evidence that erosion of the vertebral column can 
occur, and we assume that the ribs may be similarly affected. 
The pathology is presumably comparable to erosion which 
occurs as a result of an aneurysm. We agree that. in general. 
large pulmonary hydatids cause bulging of the chest wall, and 
that actual erosion of bone is late. 

2. “Multiple pulmonary hydatids are rare.” We do not 
doubt that this is true in Australia if Dr. Edwards says so, but 
it is not true in the series of cases which have come to ovr 
notice in England. This point may be verified by referring to 
our case histories. We would add that at the moment there 
are three cases of pulmonary hydatid disease in Sully Hospita!. 
and all have multiple cysts in the lungs. 

3. “The outline of hydatid is always sharply cut unless there 
has been a leakage or unless there is an associated pneumonitis 
or pleurisy.””. We were at pains to make the same point in our 
article, and added that pneumonitis, pulmonary suppuration, 
emphysema, etc., often confused the diagnosis. 

4. “ The crescent of air is onlv seen in leaking hydatid.” We 
made no statement which could be regarded as being at variance 
with Dr. Edwards’s view.—We are, etc., 

N. R. BARRETT. 


The King Edward Welsh Naticnal 
DiILtwyn THOMAS. 


Memorial Association, Sully Hospital, Glam. 


Drilling the Glenoid 


Sir.—I am glad that Surg. Cmdr. P. B. Moroney (July 28. 
p. 122) has found the solution of the only difficult part of the 
operation for recurrent dislocation of the shoulder. I have 
been using the dental drill with a right-angled hand-piece for 
the last six years. my only regret being that I did not discover 
it until just after my paper (Brit. J. Surg., 1938. 26, 23) was 
published. I obtained the hand-piece, the flexible drive, and 
the short twist drills from the Amalgamated Dental Co. Ltd. 
Messrs. Down Bros. made a fitting to attach the flexible drive 
to my Albee motor. They also made a little wire cage with 
which to hang the motor from an irrigator stand. 

It is nearly always possible to pass the silkworm-gut direct! 
through one of the holes towards the joint. Sometimes it is 
possible to pass it directly back through the other hole. but 
this is more difficult. To meet this difficulty I broke off an 
inch of the eve end of an ordinary straight needle, and holding 
this in long Spencer Wells forceps I passed it through the second 
hole, threaded the silkworm-gut into it. and withdrew it 
through the hole. Finding this quite a useful tip. I got Messrs. 
Down Bros. to mount the eye end of a needle at right-angles 
on a long handle. It is set so that when the eve faces the 
surgeon the handle is deflected 45° to the right and is out of 
the way. 

Another most useful, if not essential. instrument is Olleren- 
shaw’s modification of Murphy’s hip “skid,” which has been 
further modified for me in that it is thinner and much lighter 
in construction, the groove is shallower so as to fit the contour 
of the head of the humerus. and the handle is sharply bent 
back at an angle of 45° so as to get the assistant’s hand out 
of the wav. This is passed right through to the back of the 
joint, and it is used as a lever to hold the head of the humerus 
away from the glenoid cavity, thus giving a clear view of the 
anterior margin and recom to work upon it. 

I notice from Surg. Cmdr. Moroney’s diagram that he passes 
the drill from within the joint outwards. But I have never 
been able to do this. because I have not liked to drag the head 
of the humerus so far away from the glenoid cavitv. My 
shortest tw'st drills project ust over half an inch from the 
head of the hand-piece, which itself is exactly half an inch 
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ceep. so that a working space of over an inch must be obtained 
before the drill can be used in this way. Incidentally, if it is 
safe to retract the head to that extent it should be quite easy to 
pass the silkworm-gut directly back through the second hole 
without the use of any special gadget.—I am, etc., 


London, W.1 A. S. BLUNDELL BANKART. 


Day Nurseries 

Sirn,—It is surprising and disappointing to read such a letter 
as that of Dr. F. Gray (July 28, p. 135) on the above subject. 
if Dr. Gray had been at the Conference on Maternity and 
Child Welfare he would have found that the critical observa- 
tions of the Archbishop, some of which were published, were 
shown by other speakers of his own faith to be based on a 
misunderstanding of the real function of nurseries and of the 
motives of those who advocate and support them. 

It is common ground that no mothers of young children 
should be compelled for economic reasons to go out to work 
to maintain them, and no one advocates day nurseries as a 
means of encouraging this practice. We have not yet, how- 
ever, attained such a realization of community responsibility 
‘as to make it unnecessary for any mother to go out to work. 
Widows with children, wives with invalid husbands, and 
mothers of illeg'timate children may have to go out to work, 
and day nurseries make it possible for them to give something 
of the mother’s love and protection which Dr. Gray rightly 
deems necessary for the child. Without the day nurseries, 
many of these children would have to-go to institutions. 

if the father described by Dr. Gray is unable fully to pro- 
vide for his family, the denial of a day nursery to enable his 
wife to supplement his earnings is not likely to help the home 
atmosphere. And bad employers who pay low wages require 
iather more comprehensive treatment than the closing of all 
ihe day nurseries in the neighbourhood of their works, just as 
the poor harassed mother “ doing two jobs” requires for her 
emancipation a greater realization by Parliament and people 
of the supreme importance of motherhood. 

Supposing. however. that by an adequate endowment of 
motherhood, and adequate scales of sickness benefit for ailing 
or disabled husbands. no mother was compelled for economic 
reasons tO go out to work, and that, indeed, no mother did so. 
What then? Would day and residential nurseries be unneces- 
sary? Not so. While housing and domestic conditions are 
as they are, day nurseries should be regarded as an extension 
of the home and its amenities and not as a substitute for them. 
It is an extraordinary evidence of human inconsistency that 
many of the loud protestations of those who would have the 
mother shut in with her children for 24 hours a day come 
from individuals who have themselves been brought up by 
* nannies” and domestics and feel none the worse for it. 

H ch ecclesiastics and other patriotic citizens who desire a 
high birth rate and happy home life must be made to realize 
that these cannot be attained in the modern world by the con- 
tinuance of the domestic servitude which motherhood has 
hitherto involved in millions of working-class homes. Women 
are beginning to see that this servitude is not necessary, that 
it prevents the mother being the effective inspiration and leader 
of the household, and that her children respect her more 
naturally if her status is high and her leisure and privacy of 
life safeguarded. 

Wh le, therefore, conditions and domestic help are what they 
are and as they are likely to be for a good many years, day 
nurseries take the place of the nursery, which should be in 
every home, but is not. It is all wrong, as medical officers of 
health have testified, to say that it is the careless and improvi- 
dent who use the nurser'es most. On the contrary, it is the 
careful mother with a high sense of responsibility who refuses 
io take her own leisure unless assured that her children are 
-afe and in skilled hands. The others do not mind leaving 
their ch Idren unattended or at the mercy of neighbours. 

fhose keen on maintaining the tone and spirit of home life 
should meditate on the fact that often the first break in married 
happiness comes with the first child. Always going out 
together. hitherto, only one can now get out at a time, common 
interests are diminished, and a drift often sets in. Day 
nurseries can help to keep this link of common interests and 
of delight in each other’s society. The value of the residential 


nursery, too, in the case of illness or the coming of another 
baby needs no emphasis. Training in motherhood, also, is 
recognized as desirable for senior adolescent girls ; day nurseries 
have a great part to play in this. 

Home helps and a mobile nursery staff or “ nannie” service 
(as tried out by the County Public Health Department of 
Lanark) may help to solve this problem in days to come. In 
the meantime, I hope Dr. Gray will agree that we must keep 
an adequate number of day nurseries.—I am, etc., 


T. DRUMMOND SHIELS. 


Sir,—It is unfortunate that Dr. F. Gray (July 28, p. 135) 
relied upon half-truths to support his adverse criticisms. Of 
a peacetime day nursery (described by him as “a blot on our 
civilization’) I submit the following is a much more accurate 
picture: 

1. The Father—-He might be disabled through illness from 
earning a living, or because of an industrial slump be out of 
work or “on short time.” He might have deserted his wife 
or be serving a prison sentence. He might own a one-man 
business and have to depend on his wife’s help in it. In none 
of the above circumstances could he justly complain to be 
“generally forgotten or ignored.” 

2. The Mother.—Her “home,” because of her straitened cir- 
cumstances, would more often than not consist of lodgings, one 
room, so that her “household duties” would be the least 
exacting part of her daily toil. 

3. The Child.—\ wonder if your correspondent has seen the 
normal happy children who are regular attendants in a well- 
run nursery. They must be exceedingly clever actors if they 
cherish feelings such as he describes. Has he ever witnessed 
the reunion of the mother and child when she fetches it after 
work, the little one eager to tell her of the day’s happenings 
and she so glad-to listen? Nothing “cross and irritable ” 
about her, but a display of love all the more affectionate and 
ardent because of ihe temporary separation. 

Far from being a blot on our civilization, the day nursery 
takes its place with the school and the hospital in the service 
it can provide for the parent and the child when the mother 
is unfortunately faced with the economic necessity to go out 
to work.—I am, etc., 


London, N.W.1! L. STUART WOOLF. 


Sensitivity to Lanette Wax 


Sir,—Certain cases of sycosis and other infective dermatoses 
are found to become worse after the application of penicillin 
cream, in spite of the fact that they have previously been proved 
bacteriologically to be due to organisms sensitive to penicillin. 
Positive results have been obtained by us in such cases from 
patch-testing with lanette wax, and the lesion may then respond 
to penicillin in saline. It would appear, therefore, that the 
lanette wax base is the cause of the aggravation of these cases, 
and that the widespread use of lanette wax as a base is not 
without its dangers, especially on skins sensitized from the use 
of a succession of irritating agents. 

In this connexion, the large-scale production for sale of a 
lanette wax base appears open to criticism, and, although it 
may be necessary as an immediate measure to help the practi- 
tioner when penicillin comes on the open market, the supply 
departments of the manufacturing chemists should spare no 
efforts to ensure the future production of a more stable and 
less irritating base.—We are, etc., 

ARTHUR BURROWS. 


London Hospital, E.1. B. RUSSELL. 


Sensitization to Synthetic Resins 

Sir—In their article on sensitization to nickel spectacle 
frames Taylor and Fergusson (July 14, p. 40) refer to the notes 
of Thistlethwaite (1943) and Gray (1943) on sensitization to 
artificial-shel! spectacle frames, and describe the lesion in both 
as being related to dye. Thistlethwaite, in fact, does not men- 
tion dye as an aetiological agent, while Gray, although stating 
that the patient was sensitive to brown and black dyes, does not 
say whether the peccant frame was dyed or clear. Since Berkoff 
(1938) seems to have shown that the plasticizer (tricresyl phos- 
phate) used in Some synthetic resins may act as an allergen, it 
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would be unfortunate if the view were now accepted that the 
clear type of artificial resin was necessarily safer than the dyed? 
It will be interesting to hear if cases of sensitization occur 
among the troops now anointing themselves with the other well- 
known plasticizers—dibutyl and dimethyl phthalate—recently 
discovered to be insect repellents—I am, etc., 
The University, Glasgow. A. C. LENDRUM. 
REFERENCES 
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Penicillin Injection Apparatus 
Sir,—The apparatus described by Mr. Ronald Edwards (July 
21, p. 86) for injecting penicillin appears to be unnecessarily 
complicated. I! feel that the following is simpler and can be 
set up in a few minutes from materials available at most hos- 
pitals. 


A standard intravenous drip set is used. The glass drip con- . 


nexion is removed, and a two-way tap, such as is used for chest 
aspiration, substituted. Attached to this is a syringe of suitable 
size according to the volume of penicillin solution to be given. 
The syringe may be fixed to the drip stand. A sterile rubber- 
glove finger should be placed over the handle of the piston 
of the syringe and over the end of its barrel to keep the inside 
of the syringe sterile while it is exposed to the air when the 
piston is fully depressed. The whole apparatus is filled with 
penicillin to drive out the air before the needle is inserted into 
the muscle. The needle should be firmly strapped in place. 

To give an injection the two-way tap is turned so that the 
penicillin is drawn from the reservoir into the syringe. The 
handle is then turned so that the contents of the syringe can be 
injected down the distal tubing into the patient. It is advisable 
with the present-day rather poor rubber tubing to tie the 
tubing to the metal with thread to withstand the pressure of the 
injection. An old two-way tap may leak, but a little vaseline 
applied to the outside will prevent this.—I am, etc., 


Swallowficld, Nr. Reading. F. R. M. EtGoop. 


Cinematograph Films of Aviation Physiology 
Sir,—We note in the Journal of July 21 (p. 75) the paper by 
Dr. B. H. C. Matthews based on the first of his Oliver-Sharpey 
lectures. You may like to draw the attention of your readers 
to the following films which exist on aviation physiology: 


: Running Time 

(1) Use of Oxygen in High Altitude Flying .. 22min. 

(2) Effect of Centrifugal Force in Air Crews .. 19 ,, 
They are held by the Air Ministry (Dept. T. Films), Alex- 
andra House, Kingsway, London, W.C.2, who are prepared 
to lend them for showing to selected audiences if early appli- 
cation is made for them. The films are available in 35 and 
16 mm. and are talkies. As they are designed for teaching 
air crews the approach is elementary, but nevertheless inter- 
esting to the ordinary practitioner who has no special know- 

ledge of the subject.—I am, ete., 
RONALD MACKEITH, 


Chairman, Medical Committce, 
Scientific Film Association. 


Recommendations of the Goodenough Report 

Sir,—Medical graduates of the Universities of Oxford, Cam- 
bridge, and London have a very particular interest in certain 
recommendations of the Goodenough Report on Medical 
Schools (Stationery Office, May, 1944). These universities 
have been singled out for criticism by the Goodenough Com- 
mittee, appointed in March, 1942, by the then Minister of 
Health. London University is the most vitally concerned as 
the university training approximately one-half of the medical 
students south of the Tweed and furnishing thirteen out of 
the twenty-one teaching hospitals in England and Wales. 

The system of Final Examinations adopted in Oxford, Cam- 
bridge, and !.ondon ts specifically attacked. It is contended that 
“any student who has followed his course of study to the 
satisfaction of his teachers should be able to obtain a degree 
mainly for the work he has done during his course, checked by 
a reasonable examination.” This “reform” (?) ts called ‘ in- 
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ternalization ’ by the committee. London receives the brunt 
of hostile criticism in the following statement: 

“Instead of recognizing that every student, who has successfully 

negotiated the earlier examination fences and has carried out a 
satisfactory clinical course, could reasonably be given his degree 
with the minimum of examination, the University still insists on 
setting him a stiff ‘external’ examination reminiscent of the days 
when the University was only an examining body and when its 
chief claim to fame was in the severity of ils examinations” 
(p. 209). 
It may be pertinent here to remark that of the ten members of 
the Goodenough Committee only one is a graduate of London 
University, and he had taken a leading part seven years ago in 
an agitation to bring about some measure of amalgamation of 
the final qualifying examinations of the English Conjoint Board 
with the London M.B.. B.S. degree—an agitation defeated with 
complete finality in 1938. This “internalization”? would be 
wholly impossible for Oxford and Cambridge to effect since 
their final examinations are based upon training given in Lon- 
don medical schools and in this sense are consequently exclu- 
sively external. 

Another surprising recommendation made by the committee 
is set out as follows: 

**A drastic overhaul of the medical curriculum is an urgent 
necessity, and its accomplishment might be made a condition to be 
satisfied before any increase is made in Exchequer grant in aid of 
undergraduate medical education. It is recommended that the 
General Medical Council should take the initiative in this matter 
without delay ” (p. 31). 


These two proposals call for comment. 

1. The attempt to attach to Exchequer grants conditions as 
to the content and duration of the medical curriculum (for the 
“ overhaul” involved reduction of training from 7 vears to 44) 
is a new and sinister feature. In the House of Commons on 
January 18 the Minister of Health announced the ~ decision ~ 
of the Government to accept this financial enforcement of edu- 
cational policy upon the universities, notwithstanding that the 
recommendation had no authority other than that of an ~ inter- 
departmental committee whose proposals had not been sub- 
mitted to Parliament. 

2. The selection of the General Medical Council as the body 
which should “take the initiative” in moulding the medical 
curriculum of the universities betrays a singular ignorance on 
the part of the committee, both of the functions and of the 
traditions of the G.M.C. The G.M.C. is not concerned, and 
has never been concerned, with teaching; that it should be 
regarded as the proper arbiter of the teaching of medicine in 
all our universities seems to me fantastic. I have been favoured 
with a copy of the Memorandum of Evidence given to the 
committee by the G.M.C., and one’s impression of that evidence 
is that that body shows a commendable prudence in its reception 
of the proposal. In a correspondence which lies before me 
with one of the most famous Presidents of the G.M.C. in our 
generation, the late Sir Norman Walker, he lays down the 
policy regarding the medical curriculum which he said the 
G.M.C. had pursued for eighty years and had no wish to alter. 
This policy is set out in detail in the Memorandum of Fvidence. 
The Council is content to leave to the teaching institutions the 
initiative in determining curricula, reserving to the Council the 
duty laid upon it by statute—namely, “to maintain a standard 
of efficiency at qualifying examinations sufficient to guarantee 
the possession of the knowledge and skill requisite for the 
efficient practice of medicine, of surgery. and of midwifery.” 

I am, etc., 


The Athenacum, S.W.1 E. GRAHAM-LITILE. 

The Germans were responsible for a complete breakdown in the 
programme of malaria control in Italy; the results were particularly 
serious in the province of Latina, which includes the Pontine 
Marshes. Plans are now being prepared by U.N.R.R.A. for the 


allocation of D.D.T. sufficient to spray 1,200 houses in 
and flooded areas of the province. U.N.R.R.A. stall, 


Lieut.-Col. V. B. Lamoureux, engineering consultant to the Epidemis 
Control, are in constant touch with operations, and ree. your 
Italian engineers are being trained to supervise the werk of malar 
control units anywhere in Italy. Vehicles, bicye! 
provide labour and to meci the increased ¢ 
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W. ALDREN TURNER, C.B., M.D., F.R.C.P. 


Dr. William Aldren Turner, consulting physician and senior 
neurologist to King’s College Hospital, and the National Hos- 
pital, Queen Square, died at the age of 81 on July 29. Born 
in 1864, he was the eldest son of the late Sir William Turner, 
K.C.B., F.R.S., Principal of the University of Edinburgh from 
1903-16, and was educated at Fettes and Edinburgh University. 
After qualifying M.B., C.M. in 1887 he became house-physician 
at the Edinburgh Royal Infirmary. He took the Edinburgh 
M.D. with gold medal in 1892, and the M.R.C.P.Lond. in 
1899 ; he was elected a Fellow in 1896. 

Aldren Turner went to King’s College in 1892 as assistant to 
Dr. (later Sir) David Ferrier in the neuropathological laboratory. 
He was subsequentiy appointed demonstrator and then lecturer 
in neuropathology. In 1899 he was appointed assistant physi- 
cian to King’s. and 9 years later physician in charge of neuro- 
logical cases and lecturer in neurology in the medical school. 
Aldren Turner was on the medical staff of the West London 
Hespital, and from 1900—7 physician to the National Hospital, 
Queen Square. He delivered the Morison Lecture at the Royal 
College of Physicians of Edinburgh in 1910, and the Bradshaw 
Lecture at the Royal College of Physicians of London in 1918, 
when his subject was ** Neuroses and Psychoses of War.” When 
he retired from the active staff of King’s in 1928 he was 
appointed consulting physician to the hospital and Emeritus 
Lecturer on Neurology in the medical school. It was mainly 
through his efforts that the Ferrier Prize in Neuroiogy was 
established at King’s in 1929. 

He published a large number of papers on neurological sub- 
jects, Epilepsy, a Clinical Study, in 1907, and, jointly with 
Dr. Grainger Stewart, Texthook of Nervous Diseases in 1910. 
During the war of 1914-18 Aldren Turner made a special study 
of nervous and mental shock and was gazetted a temporary 
colonel in the Army Medical Service for special duties in 
France. He was also neurologist to the Forces at home from 
1915-19, and to the War Office Medical Board from 1919-40. 
He was at one time president of the Neurological and Psychi- 
atric Section, Royal Society of Medicine, and was a member 
of the War Office Committee on Shell Shock from 1920-1. 
He joined the B.M.A. in 1895 and was vice-president of the 
Section of Psychology at the Ipswich Meeting in 1900. 


Sir W. GIRLING BALL, F.R.C:S. 


Surg. Lieut. J. B. GurNey SmitH, R.N.V.R., writes: As one 
of the vast number of students who trained at Bart’s during 
the brilliant deanship of Sir Girling Ball may I pay my brief 
tribute to a great man. His work for the new medical school 
will be his lasting memorial, and was an enterprise needing 
special enthusiasm and drive, which he so manifestly possessed. 
He was a dynamic teacher of surgery, as those who attended 
his lectures and ward rounds can easily testify: his lectures 
on “waterworks” will always live in one’s memory. As dean 
he had the affairs of his students much at heart. I can well 
recall his say.ng on the platform in the Great Hall of Bart’s 
on one occasion: “I will do anything for my boys and my 
boys will do anything for me”; which remark drew forth 
much acclamation. He liked to think of us as his “ boys.” 
His “John Bull” heartiness was one of his most marked 
characteristics. Another great Bart’s figure has gone and has 
left behind work of imperishable glory. 


The death of Dr. P. F. MCFARLAN of Stirling has brought 
to a close a period of over forty years’ service to the com- 
munity not only in Stirling but in a wider area in Stirlingshire 
and the neighbouring counties. A native of Dumfriesshire, 
Patrick Frederick McFarlan graduated M.B., Ch.B. at Edin- 
burgh University in 1901, and after resident appointments in 
Edinburgh Infirmary and other hospitals he settled in general 
practice in Stirling, which he continued until his death. In 
1905 he took his F.R.C.S.Ed., and some years later was 
appointed surgeon to Stirling Royal Infirmary, which was then 


little more than a cottage hospital. He held this appointment 
until 1938, and during that time steadily raised the quality of 
the surgery and the prestige of the hospital. He always main- 
tained that the most comprehensive hospital service should be 
provided locally, and it became obvious that this was not 
possible in the cramped and old-fashioned building in the old 
town. Overcoming opposition he was the prime mover in 
securing a magnificent site on the outskirts of the town, and 
in raising funds for building the 120-bed hospital which was 
opened in 1928. Continuing as senior surgeon he fulfilled the 
duties of medical superintendent, and Stirling Infirmary became 
one of the leading provincial hospitals in Scotland. For his 
services he was awarded the O.B.E. and appointed as chairman 
of the hospital, an office he still held when he died. Mr. 
McFarlan was a confirmed believer in the co-operation of 
voluntary hospitals with local authorities, and he was instru- 
mental in forming the Divisional Council for Hospital Services 
for Stirlingshire, Clackmannanshire, and West Perthshire. For 
many years he was a member of the Branch Council of the 
B.M.A., and was president of the Branch for two periods ; he 
was also a co- opted member of the Hospitals Subcommittee 
of the Scottish Committee of the B.M.A. “ Paddy ” McFarlan 
will be remembered by his colleagues as a sound, practical 
surgeon and a very helpful general consultant, as an outstand- 
ing hospitai administrator, and as a very lovable man. He 
leaves a widow and four children, of whom a son and a 
daughter are members of the medical profession. 


We regret to announce the death on July 19 of Dr. NoRMAN 
Biack, O.B.E., M.C., at the age of 63. He was born at 
Greenock in 1881, the youngest son of the late John Robert 
Black, M.D., and was educated at King William’s College, Isle 
of Man, and at the University of Edinburgh, where he studied 
medicine from 1900 to 1905, qualifying M.B., Ch.B. — After 
leaving the university he held medical appointments in Dublin 
before going to Singapore as lecturer in obstetrics at King 
Edward VII Medical School. He was granted a commission 
in the Singapore Volunteer Corps, attaining the rank of major, 
and was officer commanding the Singapore Volunteer Field 
Ambulance. Dr. Black returned home in 1914 to enter the 
R.A.M.C. in the war of 1914-18: he served in France and was 
twice wounded ; he was awarded the M.C. In 1917 he was 
appointed senior medical officer to the Straits Settlements, and 
in the following year received the O.B.E.  Ill-health obliged 
him to retire from Singapore in 1921 and he settled in practice 
at Waddesdon, Bucks, where he became medical officer and 
examiner to the county council. At the outbreak of war in 
September, 1939, Dr. Black organized a first-aid party at 
Waddesdon and later became medical officer to the local Home 
Guard unit. He retired from practice as recently as June 30 
and went to live at Quainton. Dr. Black was an all-round 
sportsman and shone particularly at Rugby football, represent- 
ing the Isle of Man when only 16 years of age ; he was captain 
of the Singapore Scottish Rugby XV. He was a_ keen 
angler. Dr. Black had unbroken membership of the British 
Medical Association from 1906. His death came as a great 
shock to the people of the Waddesdon area, where he was 
held in great esteem, especially by the many old people to 
whom he showed much kindness, and the general feeling was 
clearly demonstrated by the attendance at the funeral service 
on July 24. 


The following well-known medical men have died abroad: 
Dr. Prerre ApBraMi, a leading Paris physician, aged 66; Dr. 
Francisco Muritt_o Paracios, the Spanish epidemiologist who was 
one of the founders of sanitary organization in Spain; Dr. JUAN 
SANCHEZ CovisaA, member of the National Academy of Madrid, 
emeritus professor of the Madrid Faculty of Medicine and an 
eminent dermatologist. 


The Services 


Col. M. S. Joshi, I.M.S., has been appointed Honorary Surgeon 
to the King in succession to Major-Gen. J. S. S. Martin, C.S.1., 
I.M.S., retired. 

Lieuts. A. O. Harries and G. Ollerenshaw, M.B.E., R.A.M.C., 
have been awarded the M.C., and Lieut.-Col. (Temp.) G. M. 
Denning, R.A.M.C., has been mentioned in dispatches in recognition 
of gallant and distinguished services in North-West Europe. 


CASUALTIES IN THE MEDICAL SERVICES 
Died.—Lieut. John Evans, R.A.M.C. 


, 
OURNAL 
Obituary 
At 
Mi 
the 
Th 
inc 
G. 
(H) 
Sy 
Le 
Le 
Ne 
Th 
ap] 
the 

Th 
hay 
Edy 
Mit 
Jear 
Eva 

A. 
Ree 

M. 

and 

D. 

At 
Pre 
offi 

G. 
Re; 
T 
aw: 
awe 

to 
pro 
to | 

the 
paul 

on 

Sir 
S 

D. 

ing 

W. 

Dr. 

Pro 
Brig 
D 
of | 

dar 
stat 
coll. 

As 

end 
Phy 
cove 

the 
tory 
the 


11, 1945 


Universities and Colleges 


UNIVERSITY OF LONDON 
WESTMINSTER HospitaAL MEDICAL SCHOOL 


At the opening of the new academic session at Westminster Hospital 
Medical School the inaugural address will be delivered by His Grace 
the Archbishop of Canterbury in the Sir Edward Meyerstein Lecture 
Theatre on Monday, Oct. 1, at 3 p.m. 

The following candidates have been approved at the examination 
indicated : 

M.D.—Branch I (Medicine): W.R.S. Doll, D. B. Jelliffe, Monica K. McAllen, 


G. Watkinson. Branch IT (Pathology): L. E. Glynn, B. Levin. Branch 4 
(Hygiene): E. R. Bennion. 


UNIVERSITY OF MANCHESTER 


Sydney Thomas Crowther, M.R.C.S., L.R.C.P., has been appointed 
Lecturer in Bacteriology; Ralph Cocker, M.B., Ch.B., L.D.S., 
Lecturer in Parodontia; and Eugen Pollak, M.D., Lecturer in 
Neuropathology. 


UNIVERSITY OF DURHAM 


The Court of the University of Durham has recently approved the 
appointment of Lieut.-Col. Frederic Herbert Bentley, F.R.C.S., to 
the Chair of Surgery in the Medical School of the University. 


UNIVERSITY OF WALES 
The following candidates in the Welsh National School of Medicine 
have been approved at the examinations indicated : 

M.B., B.CH.—Surgery: A. H. Beynon, G. E. Davies, G. R. Davies, E. D. 
Edwards, P. Griffiths, J. C. Ham (with distinction), J. M. Hughes, I. D. Jacobs, 
S. T. James, Mary Lawrence, Bernice G. Lewis, R. Medlicott, Isobel F. A. 
Mitchell, Goronwy Owen, Barbara M. Parker, Enid A. Reed, Beryl P. Roberts, 
Jean T. Smith, D. V. Thomas. D. M. Watkins. Medicine: W. H. Beasley, 
G. K. Davies. Mair Ll. Edwards, J. H. Edworthy, Hannah P. Evans, Myrddin 
Evans. P. Griffiths, W. J. Jenkins, D. O. Lewis, D. R. Lewis, W. T. Lloyd, Joy 
A. MacGregor, Barbara D. S. Marshall, J. Matthews, D. B. Price, Olwen V. 
Rees, Amelia Rowles. Gwladys M. Sewart, D. Tooms, L. L. R. White, Catrin 
M. Williams, D. M. Williams, Roberta Williams, W. O. Williams. Pathology 
and Bacteriology: Nora C. Curran, Margaret E. Davies, Clare G. M. Dillon, 
D. W. James. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a quarterly Comitia of the College, held on July.26, with the 
President, Lord Moran, in the chair, the following were elected 
officers for the ensuing year: Censors, C. M. Hinds Howell, 
G. Graham, W. H. Wynn, D. Hunter; Treasurer, W. G. Barnard ; 
Registrar, H. E. A. Boldero; Assistant Registrar, A. A. Moncrieff. 

The Registrar announced that Hilary F. H. Hamilton had been 
awarded the Murchison Scholarship for 1945. The Baly Medal was 
awarded to Prof. S. A. S. Krogh for his outstanding contributions 
to the knowledge of the capillaries and of related physiological 
problems in cellular nutrition and respiration; the Moxon Medal 
to Sir Alexaifder Fleming, F.R.S., for his work on penicillin; and 
the Weber-Parkes Prize to Dr. E. L. Opie for his work on the 
pathogenesis of tuberculosis. 

Dr. Geoffrey Bourne was elected the representative of the College 
on the Central Council for District Nursing in place of the late 
Sir Stanley Woodwark. 

Sir Maurice Cassidy was appointed Harveian Orator and Brig. 
D. Evan Bedford Bradshaw Lecturer, both for 1946. The follow- 
ing lecturers for 1946 were also appointed: Goulstonian, Lieut.-Col. 
W.R. M. Drew; Lumleian, Dr. J. M. H. Campbell: Oliver-Sharpey, 
Dr. R. D. Lawrence; FitzPatrick, Sir Arthur MacNalty; Abrahams, 
Prof. C. A. Lovatt Evans, F.R.S.; Charles West, Prof. J. C. Spence. 
Brig. E. R. Boland was appointed Croonian Lecturer for 1947. 


Sir Hans Sloane’s Statue 


Dr. J. D. Rolleston, representing the College on the Committee 
of Management of the Chelsea Physic Garden, stated in his annual 
, report that in September, 1939, steps were taken to protect the 
marble statue by Michael Rysbrach (1733) of Sir Hans Sloane from 
damage by enemy action. The wooden casing surrounding the 
statue was renewed from time to time and lately showed signs of 
collapse owing to the settlement of the sand and ballast fillings. 
As the risk of air-raid damage was considered to be over at the 
end of hostilities in Europe, Sir William Collins, chairman of the 
Physic Garden Committee, gave authority for the statue to be un- 
covered and inspected. The right arm was then found lying on 
the ground, probably as the result of the raids, and was replaced. 

The buildings chiefly damaged by enemy action were the labora- 
tory building, including the large plant house, the greenhouse 
adjoining the laboratory, and the sheds on the south-east side of 
the Garden and the sunk pits. 
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The following, having satisfied the Censors’ Board, were elected 
to the Membership. of the College: 


M. Anderson, M.D., Major A. W. Bagnall, M.D., R.C.A.M.C., 
Capt. J. R. Bolton, M.B., R.A.M.C., P. T. Bray, M.B.. EF. B. 
Cadman, M.B., K. D. Crow, M.B., T. B. Staveley Dick, M.B., 
Capt. F. L. Dyson, M.B., R.A.M.C., Surg. Lieut. I. G. Fergusson 
M.B., R.N.V.R., A. C. Frazer, M.D., S. A. M. Garibian, M.B.. 
W. S. L. Gilchrist, M.D., I. R. Gray, M.D., I. T. Twistington 
Higgins, L.R.C.P., L. Hornung, M.D., R. F. Jennison, M.B., D. E. R. 
Kelsey, M.B., A. G. Leatham, M.B., D. McCracken, M.B., F. G. W. 
Marson, M.B., R. B. Meyer, M.b., A. Muir, M.B., S. Pickford 
M.B., P. K. Robinson, M.B., Daisy M. Smith, M.B., Squad. L dr. 
L. D. Verel, M.B:, W. D: Wylie, 

Licences to practise were conferred upon 130 candidates (including 
21 women) who had passed the Final Examination in Medicine, 
Surgery, and Midwifery of the Conjoint Board and have complied 
with the necessary by-laws: 


A. F. Alvarez, G. S. Andrew, R. C. B. Arthur, P. W. Arundell 
Margaret W. Barbour, R. Bellamy, N. J. Blockey, H. Bourne, R. P 
Bradshaw, J. L. Braithwaite, D. G. Breeze, R. G. Britt, Mary Brooks 
R. B. Broughton, Joyce B. Burke, E. H. W. Burt, R. E. Church’ 
C. J. M. Clark, K. S. Clarkson, W. D. Clarkson-Webb, H. F. Clay, 
G. Clayton, J. M. Cliff, E. Cluer, E. de M. Connell, T. M. Culling- 
worth, W. P. Dallas Ross, D. G. H. Davies, G. R. Davies, I. N. 
Davies, J. A. R. Debenham, Phyllis Denman, Margaret L. Dennis 
Phyllis M. De Saram, J. McG. Dutton, A. B. Eastwood, W. 7. 
Edwards, J. G. R. Ellis, D. P. F. Embleton, A. S. Falconer, D. L. B. 
Farley, Alice Faulkner, W. S. R. Fenton, J. W. Ferguson, R. H 
Freeman, Viola M. Frymann, D. H. Gawith, A. Gilani, A. W. Gilks, 
A. M. Goldstein, R. A. Green, A. Guedatarian, R. G. Hall, R. H’ 
Hansell, W. T. Harrett, W. J. Li. Harries, Margaret Hedley 
R. Hierons, K. P. Higgs, G. L. G. Hine, Pamela M. Horne, R. dD. 
Howell, G. A. Humphreys, A. M. Huntley, R. Hyde, E. M. James 
J. T. W. Jones, R. J. Jones, P. K. Joynson, N. D. Kapur. 
Hi Keeling, Barbara D. King, P. F. King, G. D. Lees, F. A. Lennan. 
L. F. Levy, W. A. S. Llewellyn, Agnes M. MacLaren, Nancy S. 
Mason, P. W. Meakin, E. Mellor, A. G. Milbourne, Beatrice E. 
Moore, P. H. Moore, K. S. Murray, B. J. Nathan, Elizabeth Newion- 
Clare, G. S. Ostlere, N. Macl. Panton, D-rothy M. Parkin, A. J 
Pearce, J. G. Piccaver, Rachel Pinney, §. D. F. Readdie, G. H. Rees. 
P. LI. Rhodes, R. D. Rogers, M. J. Roper-Hall, C’ F. Rycroft. 
R. H. Sage, W. H. Scrase, J. S. T. Searle, D. N. Seaton, R A. 
Shaddick, S. R. Shaw, R. P. Shields, C. N. Smith, J. L. Stafford, 
S. D. K. Stride, P. A. Taylor, S. W. Thomson, Petrie M. Townshend, 
P. H. Tribe, D. Q. Trounce, J. Upsdell, M. Usiskin, D. Verel, P H. 
Walker, J. D. Wallace, J. M. Ward, J. L. K. Watkinson, D. A. 
Watson, Pay D. Weatherhead. B. W. Webb, R. H. Whitworth, 
Jean M. Wilson, Aviva Wiseman, J. Wiseman, H. M. Woizilka, 
R. Youngman. 

Diplomas 

Diplomas in Anaesthetics were granted, jointly with the Royal 
College of Surgeons of England, to the 35 candidates whose names 
were printed in the report of the meeting of the Royal College of 
Surgeons of England in the Journal of June 30 (p. 928), and in 
Laryngology and Otology and in Psychological Medicine to the 
candidates whose names appeared in the report of the meeting of 
the “Ng College of Surgeons of England in the Journal of July 28 
(p. 139). 

Diplomas in Public Health were granted, jointly with the Roval 
College of Surgeons of England, to Mary E. Budding, Joan F. 
Heffernan, A. C. Knight, Rosie Morris, and W. N. Taylor. 


The result of the Scottish Universities election was announced on 
Aug. 2 and the three representatives in the last Parliament were all 
re-elected. Sir John Anderson and Sir John Boyd Orr were returned 
at the first count and their surplus votes secured the re-election of 
Sir John Graham Kerr, The final figures were as follows: Sir John 
Anderson (Nat.), 16,011: Sir John Boyd Orr (Ind.), 10,685; Sir John 
Graham Kerr (C.), 8,999; Dr. Halliday G. Sutherland (Lab.), 4,075; 
and Col. R. S. Weir (L.), 3.319. 

U.N.R.R.A. announces that Dr. Andrew Topping has been pro- 
moted to be assistant deputy director general operations, and will 
have, among other duties, administrative supervision of the Health 
and Welfare Divisions. His place as director of the Health Division 
is to be taken by Dr. Neville Goodman, and the senior deputy 
director is Lieut.-Col. Hugh ‘R. Leavell, United States Public Health 


Service. Among other appointments are that of Dr. A. P. Meikle-. 


john as adviser in nutrition (through the courtesy of the Rockefeller 
Foundation); Major-Gen. Sir Ernest Cowell as principal medical 
officer, Greece, in place of Dr. J. Balfour Kirk, who becomes medi- 
cal adviser to the U.N.R.R.A. headquarters, Germany; and Col. 
A. Campbell Macrae, late I.M.S., principal medical officer of the 
U.N.R.R.A. personnel operating in the British Zone, Austria. Sir 
Raphael Cilento, Director-General of Health and Medical Services, 
Queensland, Australia, has taken up duty as principal medical officer 
attached to the 21st Army Group. 
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EPIDEMIOLOGY SECTION 


Dr. M. D. C. Taylor has been appointed Governor of Holloway 
Prison. She is the first woman to hold the position and the 
youngest Governor ever appointed in the Prison Service. Dr. 
Taylor qualified M.R.C.S., L.R.C.P. in 1937 from the London 
School of Medicine for Women, and after house posts at the Royal 
Free and the Elizabeth Garrett Anderson Hospitals was appointed 
a part-time assistant medical officer at Holloway Prison in 1942, 
becoming a whole-time medical officer there in April, 1944. 


The Volunteer Car Pool for the transport of hospital cases ceased 
on July 31, but a voluntary car service for sitting patients who need 
special transport to hospitals or clinics is being organized jointly 
by the St. John Ambulance Brigade, British Red Cross, and W.V.S. 
This will be known as the Hospital Car Service, and hospitals wish- 
ing to use it should apply to the local representative of one of 
these organizations. 

Dr. Edith Gilchrist has been appointed to the Research Fellow- 
ship of the Association of Anaesthetists of Great Britain and Ireland, 
which she is holding at the Royal Free Hospital from Aug. 1. 


The names of two more medical candidates at the General 
Election have been brought to our notice. Dr. Donald McIntosh 
Johnson and Lieut.-Col. Eric Townsend, M.C., R.A.M.C., both 
Liberals, stood for Wiltshire (Chippenham) and Yorkshire, West 
Riding (Skipton) respectively, but were unsuccessful, a Conservative 
in each case being returned. 

Restrictions on the conditions for which injectable extract of liver 
may be used are removed in a new Order—the Liver Extract (Regula- 
tion of Use) Order, 1945—just issued. The use of oral preparations 
of liver (including proteolysed liver and desiccated liver) is per- 
mitted on the prescription of a registered medical practitioner for 
the treatment only of pernicious and other megalocytic anaemias. 
The Order prohibits the use for oral administration of any prepara- 
tion containing liver extract combined with any other active in- 
gredient, except stomach extract. 

Headquariers of Sector V of the Emergency Hospital Service 
moved on Aug. | from Stanmore to the Middlesex Hospital, London, 
W.1 (Tel.: Museum 7138). 

The mass radiography unit from St. James’s Hospital, Leeds, 
started a month’s survey at York on July 9. The unit has been 
lent to various local authorities, and York is the first town after 
Leeds to make use of it. 

The address of the central office of both the Nuffield Foundation 
and the Nuffield Provincial Hospitals Trust is 12-13, Mecklenburgh 
Square, London, W.C.1. 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales notifications of infectious diseases were 
higher than last week by the following figures: whooping- 
cough 60, dysentery 43, diphtheria 22; there were 600 fewer 
notifications of measles, and 49 fewer of scarlet fever. 

No fresh outbreaks of diphtheria of any size were reported ; 
the increase was due to isolated cases scattered throughout the 
country. The region chiefly affected was Wales, where there 
was an increase of 14. The inc:dence of whooping-cough fell 
in most areas of the country, but there were relatively large 
rises in a few counties: Lancashire reported 48 more cases 
than last week, Cornwall 36, and Middlesex 27. Measles noti- 
fications are still on the decline, though Buckinghamshire re- 
ported 40 more cases than last week, and Sussex 24. In Middle- 
sex notifications of dysentery rose from 13 to 45 (Heston and 
Isleworth M.B. 19, Tottenham M.B. 11); and in Buckingham- 
shire from 4 to 24 (Amersham R.D. 23). The other large 
returns were from London 41, Lancashire 24, Warwickshire 18, 
Essex 15, and Surrey 10. 

In Scotland notifications of scarlet fever, measles, and diph- 
theria rose by 38, 35, and 29 respectively. There were only 44 
cases of dysentery-—the lowest total for the past eleven months. 
The increase in diphtheria was mainly in the west; in Glasgow 
notifications rose from 23 to 40. 

In Eire notifications of Whooping-cough fell by 31, 19 of the 
20 cases be nz notified in Dubiin C.B. The incidence of infan- 
tile diarrhoea fell by 10 but remained high, 49 cases being 
reported in Dublin C.B. 

In Northern Ireland a rise of 12 in the notifications of diph- 
theria brought the total to the level of the previous three 
= The total for scarlet fever was halved by a decrease 
of 18. 

Week Ending July 28 


The notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 1,223, whooping-cough 
1.092, diphtheria 370, measles 2,581, acute pneumonia 322, 
cerebrospinal fever 42, dysentery 226, paratyphoid 7, typhoid 


11, poliomyelitis 22. 


No. 29 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended July 21. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1945 1944 (Corresponding Week) 


Disease 


| (b) | | @ | © | (e) 


Cerebrospinal fever... 455 2) 16 N 46 20 «3! 2 
17] 471) 23) 132} 74 14 
8.4 


| 
= 
Dysentery | 249) 41) 4a! 
| 


Deaths 


acute 5| 


Encephalitis lethargica, | 
Deaths 


| 


Infective enteritis or | | 
diarrhoea under 2 | | 
| 


years | | : | 14 
Deaths 59) 11) 4 14 3 40) 7, = 


135 20 


Measles* 
Deaths 


3.475, 153) 81 32, 2) 2,401) 90) 58) 


Ophthalmia neonatorum 
Deaths 


| 
| 


Paratyphoid fever | 4. 


Pneumonia, influenzalt 35v) 21 4 1) 374) 
Deaths (from  influ- | | 


Pneumonia, primary 134) 
Deaths 


Polio-encephalitis, acute 1) — | 
Deaths 


Poliomyelitis, acute... 16) — | in 3) — 
Deaths | — 


Puerperal fever 4) : 13) 

aths | 

Puerperal pyrexiat 133} 14, 4| 3 143), 2} 2 


| | 


aths 


Scarlet fever... | 1,254) 74 191, 14 19] 1,461 56 178) 24 54 


| 
Relapsing fever | 
| 


Deaths 


Typhoid fever .. 9 1 21| 1| 3} 14 


Deaths : 


Whocping-cough* 1,158} 49 20, 8| 2,157 139 38) sol 8 

Deaths (0-1 year) 
Infant mortality rate 
(per 1,000 live births) | 


35; 24; 16 31, 64 24 15 


| 
| 


Deaths (excluding. still- 
births) 
Annual death rate (per 
1,000 persons living) | 111-6 


3,878 S10, 149) 117 756 606, 161) 110 


9-6) § 13-91 10-4, 


Live births 7,055| 835| 321] 7,S500| 768) 956) 3001 280° 


Annual rate per 1,000 
persons living 18-1} 29-4) § 19-4) 25-3) § 


Stillbirths 209} 12] 33 171-35 
Rate per 1,000 total 
births (including 
stillborn) .. oe 35 35 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

t Includes puerperal fever for England and Wales and Fire. 

§ Owing to movements of population, birth and death rates for Northern 
Ireland are still not avai able. 
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Letters, Notes, and Answers 


All communications with regard to editorial business should be addressed to THe 
EDITOR, British MEDICAL JOURNAL, B.M.A. House, Tavistock SQUARE, 
LONDON, W.C.1. TELEPHONE: EUSTON 2111. TELEGRAMS: Aitiology 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate’ with the Publishing 
Manager, B.M.A.* House, Tavistock Square, W.C,1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are required, as proofs 
are not sent abroad. 

ADVERTISEMENTS $ should be addressed to the Advertisement Manager, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to § p.m.). 
TELEPHONE; EUSTON 2111. TeLeGRAMS: Articulate Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 
Association. TELEPHONE: EUSTON 2111. TELEGRAMS: Medisecra Westcent, 
London. 

B.M.A. Scottisn Orfice: 7, Drumsheugh Gardens, Edinburgh. 


_ ANY QUESTIONS ? 


Paronychia of Toe 


Q.—A patient aged 72 has been plagued with recurring paronychia 
of the great toe. He has to go en working, but often in misery and 
fear of chance blows, etc. Suggestions short of surgical procedure 
would be welcomed. 


A.—The first thing to do is to exclude or to detect any constitu- 
tional disorder. Test the urine for sugar, make sure there is no 
chronic renal lesion, and examine the peripheral arteries, for there 
is a possibility of a deficient circulation to the toes. 

If consiitutional disease can be excluded, the symptoms point to 
a paronychia constantly recurring owing to the irritation of the 
edge of the nail—the rather badly termed “ ingrowing toe-nail”’; in 
such cases there is a chronic infection of the sulcus between the 
nail and its fleshy surroundings. Unless this infection be eradicated 
recurrence of the paronychia is certain. Since the questioner ex- 
cludes surgical measures, one must place reliance on the application 
of substances which combat the infection. Great benefit may follow 
the local application of tincture of iodine once a day. Insufflating 
the part with sulphanilamide powder, or with a powder made up of 
a mixture of sulphonamide and penicillin, will certainly offer a good 
chance of cure. Fomentations should not be applied. It is relevant 
to add that the certain cure of the condition may be brought about 
by the minor operation of removal of half the nail together with 
the underlying nail-bed under local analgesia. This operation if 
done expertly causes no shock and very little discomfort. 


Contraceptive Methods 


Q.—Being about to return home after six years in the Army, I 
would like guidance on contraceptive methods. In my_ previous 
experience a condom is unsatisfactory, and a chemical contraceptive 
not very safe. A “ Dutch cap” must presumably be fitted by an 
expert. If the latter is used, should the woman douche the vagina 
after 8 hours before removing the cervical cap? 1 shall be grateful 
for advice. 

A.—The only safe contraceptive method consists of barrier plus 
chemical. No cap or chemical used by itself is safe. The com- 
bination, however, gives a very high degree of safety—probably 
about 98%. The woman must use the method, which must be 
provided by a doctor understanding contraceptive technique. Such 
advice can be obtained from a doctor specializing in these matters, 
or from a clinic. A list of all the clinics in the country can be 
obtained from the Family Planning Association, 69, Eccleston 
Square, London, S.W.1, who also are frequently able to suggest 
the nanie of a doctor known to be knowledgeable in these matters 
and residing in an area where there may be no clinic. As a last 
resort, the F.P.A. endeavours to give help by post, but this usually 
consists in recommending the use of a condom, together with a suit- 
able soluble, or occasionally the use of a sponge and condom, or 
even sponge and chemical. These latter methods, however, all have 
aesthetic objections and are liable to fail. It is also difficult to 
assess the relative size of sponge needed by the woman. The con- 
dom does certainly interfere with the satisfactory performance of 
the act and is one of the causes of inability to obtain orgasm, and, 
indeed, in some cases prevents effective erection on the part of the 
man. There is no soluble pessary effective enough to be used by 
itself. All have a failure rate. If a woman is using a cap and a 
soluble, it should remain in position for 8 hours and then be re- 
moved. Douching is contraindicated. 

Those medical officers consulted by men who are returning from 
abroad after a long absence, and who are concerned about their 
marriage problems, would be well advised to refer these men to 
the Marriage Guidance Council, 78, Duke Street, London, W.1. 
The Council has expert advisers who can deal practically with the 
various problems of marital adjustment, including, where necessary, 
effective contraceptive advice. 
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Hyperhidrosis of the Palms 


Q.—A case of severe hyperhidrosis affecting the palms of the 
hands has not responded to astringent lotions, x-ray treatment, and 
calcium injections. What more can be done? 


A.—Hyperhidrosis of palms is the result of an emotional dis- 
turbance and calls for investigation along those lines. As a pallia- 
tive, puddling in a 10% solution of sodium hexametaphosphate night 
and morning or the free use of -the following dusting powder 1s 
helpful : 

Acid. salicyl. 2%. 
Sod. hexametaphosphat. 5%. 
Zinc. oxid. | 
Tac. ad 100. 
Acid. bor. 

Ft. pulv. 


Protection of X-ray Workers 


Q.—What are the Home Office regulations regarding the protec- 
tion of x-ray workers in industry? A local firm is using an x-ray 
plant for inspection purposes, and I understand that periodic blood 
counts and examinations are required. Is a plain blood and leucocyte 
count sufficient, or is a differential count necessary? 


A.—There are no formal Home Office rules governing the pro- 
tection of x-ray workers in industry. The general precautions to 
be adopted by all x-ray workers with regard both to protection of 
the equipment and that to be embodied in the rooms housing the 
equipment, also the general rules governing the safety of personnel, 
are covered by the recommendations of the International X-ray and 
Radium Committee, copies of which can be obtained on application 
to the General Secretary, British Institute of Radiology, 32, Welbeck 
Street, London, W.1. 

On the other hand, the Chief Inspector of Factories exercises 
rigorous supervision over x-ray laboratories in industrial organiza- 
tions, and his recommendation is that workers shall carry small 
pieces of film in the course of their work; these are to be forwarded 
to the National Physical Laboratory at regular intervals for assess- 
ment of the amount of radiation received by each individual worker. 
The films and conditions governing their use may be obtained by 
application to the Director, National Physical Laboratory, Tedding- 
ton, Middlesex. Differential blood counts are necessary in the case 
of all workers in radiological industrial laboratories, and they should 
be carried out at least twice a year. Most industrial firms using 
x-ray methods of inspection employ a consultant to advise them 
with regard to suitability of equipment and general questions of 
protection. 

(See also questions and answers in Sept. 23, 1944, p. 422, and 
April 1, 1944, p. 480.) 


Hepatitis Mortality Rates 


Q.—What are the mortality rates of infective hepatitis and 
homologous serum jaundice ? 

A.—Mortality rates in epidemics of infective hepatitis have 
ranged from 0.13 to 0.44%. In the outbreak of homologous serum 
hepatitis in the American Army the mortality rate was 0.24%. In 
some small epidemics of infective hepatitis and of homologous 
serum hepatitis the mortality rate has appeared to be somewhat 
higher. The rates given should be considered as approximations 
owing to the difficulties of ascertaining the true number of deaths 
and of cases. It should also be noted that no allowance is made 
for differences of age and sex distributions in the deaths or cases. 


Penicillin Inhalation 


Q.—A patient aged 51 has daily attacks of asthma. He spits a 
large quantity of sputum. Tubercle bacilli not present, but strepto- 
cocci and other cocci numerous. Culture yields Str. viridans in 
abundance, haemolytic streptococci, non-haemolytic streptococci, 
Staph. aureus, all in moderate quantity. Would penicillin be useful 
in this case ? 

A.—There are two necessary conditions which must be fulfilled 
before penicillin treatment of any infection is likely to be successful. 
They are: (1) the organisms causing the disease must be penicillin- 
sensitive; (2) there must be adequate concentration of penicillin at 
the site of infection. Although the organisms mentioned as being 
present in the sputum of the case described above are likely to be 
penicillin-sensitive, this must first be confirmed, and this is especially 
important in the case of the non-haemolytic streptococci, many 
strains of which are resistant. The second condition would be very 
difficult to fulfil in the treatment of the case described.  Intra- 
muscular penicillin in such cases has proved very disappointing. If 
a bronchogram demonstrated the existence of a localized bronchi- 
ectasis, penicillin solution 10,000 units per c.cm. instilled daily into 
the trachea, as for a lipiodol examination, might be of value. If 
no localized bronchiectasis is present, a bactericidal mist containing 
penicillin as described by Mutch and Rewell (Lancet, 1945, 1, 650), 
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and breathed by the patient, would be the most hopeful line in 
penicillin therapy. Benefit, however, would probably be only 
temporary, and the technique is still in the experimental stage. 


Scierosing Solution for Inguinal Hernia 


Q.—What is the technique of treatment. of inguinal hernia with 
sclerosing solutions? What complications occur, especially in the 
male? What is the relapse rate? Following failed treatment by 
injection, is operation made any more difficult ? 


A.—Many solutions are recommended. As good as any is: 


Butyn, 8 grains 

Quinine and urea hydrochloride, 4 drachms 
Sol. methylene blue 2%, 5 minims 

Distilled water to 4 ounces. 


Two c.cm. are used at a time and injected into the inguinal 
canal, starting at the internal ring. With the index finger of the 
left hand invaginating the scrotum lying in the inguinal canal, the 
needle can be directed with the right hand into the various parts 
of the canal. Injections take place every week for 12 weeks or 
even longer. At no time during treatment should the hernia be 
allowed to come down, as this would tear open the scar tissue built 
up by the injections. A waterproof truss should be worn day and 
night and even while bathing. The percentage of cures is claimed 
by Ignat Meyer, who originated the treatment in America, at 
practically 100. In spite of this the method is very slow to be 
adopted, probably because of the length of treatment. Subsequent 
operation is naturally more difficult, but not insuperably so. The 
main complication is an accidental injection into the sac or peritoneal 
cavity, with a brisk chemical peritonitis. Testicular atrophy is not 
recorded, but is a possibility. Infection of the injected area is very 
uncommon. 

An alternative solution is that in general use for sclerosing 
haemorrhoids—5% of phenol in almond oil in 2-c.cm. doses. 


Emulsifying Bases 


Q.—What is the formula of Halden’s emulsifying base? Is the 
unguentum aquosum (B.P.) an emulsifying base, and, if so, can 
liquids be added to it? What is eucerin? Please suggest a useful 
all-round emulsifying agent, especially for scalp ointments. 


A.—Halden’s emulsifying base (H.E.B. simplex) contains liquid 
paraffin, petroleum jelly, higher fatty alcohols, and their phosphated 
esters. It is freely miscible with water, and is recommended as an 
ointment base for all purposes. As it also mixes with exudates it 
is a suitable application for moist surfaces. Eucerin, a lanolin de- 
rivative, forms a stable emulsion with aqueous solutions up to 200°. 
Because of its hydrophilic nature it provides a suitable base for 
ointments used, for example, on moist mucous surfaces. Unguentum 
aquosum is a combination of the ointment of wool alcohols and 
water in equal parts (B.P., Sixth Addendum) and is an alternative 
to petroleum jelly. The needs of the individual case decide the 
kind of ointment base or emulsifying agent required, and as these 
vary in accordance with differing circumstances no all-round emulsi- 
fying agent can be suggested. 


Relative Infertility in Female 


Q.—What are the latest treatment and lines of investigation for 
relative sierility? A woman 39 years old has been married some 
& years, had a miscarriage at a few months 4 years ago, and since 
then has not conceived. 


A.—As a result of recent work on sterility, the investigation and 
treatment of such cases have become extremely complicated. The 
following routine is carried out in most clinics in this country. The 
fertility and potency of the husband are first established, and it is 
discovered if coitus is normal. A general examination of the wife 
is then made, to determine if there is any obvious general disturbance 
of the endocrine system. This is followed by a pelvic examination 
to exclude gross pelvic lesions, and examination of the cervix with 
a speculum to exclude any cervicitis; this is treated, if present, by 
cauterization. Next, the patency of the Fallopian tubes is tested 
by insufflation with carbon dioxide gas or iodized oil, the latter 
being followed by an x-ray examination of the pelvic organs. This 
test should be performed about 10 days after the onset of the 
menstrual period. If the tubes are patent a biopsy of the endo- 
metrium is taken with a suction curette, and without anaesthesia, a 
day or two before the expected onset of menstruation or on the 
first day of the period. Examination of the section thus obtained 
will provide evidence of ovulation. 

If facilities for these tests are not available two possible lines of 
treatment may be suggested. Coitus should be timed so as to take 
place during the most fertile period in the menstrual cycle—that is. 
about the time of ovulation. This time may be estimated roughly 
by assuming that ovulation takes place about 15 days before the 
onset of the next menstrual period. It has recently been suggested 
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that the time of ovulation may be estimated more accurately by 
taking the body temperature daily. It has been claimed that a brief 
fall of body temperature, followed by a rise, occurs at this time. 
It is recommended that the body temperature be taken per rectum 
(though some say that mouth readings are equally satisfactory), 
before rising or taking any food or drink, in the morning. A 
similar, though sharper, fall of temperature precedes the onset of 
menstruation, but this does not take place if conception has occurred. 

Endocrine products are now widely used in the treatment of 
sterility, and the following scheme of treatment may be recom- 
mended. In a patient with a relatively regular 28-day cycle, follicle- 
stimulating hormone from the anterior pituitary (usually derived 
from the serum of pregnant mares) may be given on the 8th, 10th, 
and 12th days of the cycle, or a preparation containing a combina- 
tion of follicle-stimulating and luteinizing hormone may be used, 
and is claimed by some to be more effective. In addition, corpus 
luteum hormone (progesterone) may be given in doses of 5 mg. on 
the 19th, 22nd, and 25th days. If conception occurs, this may be 
continued twice weekly or oftener for the first three or four months 
of pregnancy. 
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Piling Pelion upon Ossa 


Mr. W. Barciay (Huddersfield) writes: The series ** Letters, Notes, 
and Answers” is usually interesting and instructive. The question 
and answer on injury from mine explosion (Journal, July 21, p. 106) 
are certainly in the former category, and possibly in the latter, though 
not in the way intended by the respondent. I suggest that in future 
you obtain answers to such questions from a member of the profes- 
sion who (1) knows that ‘os calces” is not the plural of *‘ os 
calcis,” (2) has some knowledge of Newton’s law that action and 
reaction are equal and opposite, (3) can stick to the point. I, alas, 
can make little claim to learning, but, seriously, a reply such as 
this one is a reflection on the preliminary education of the writer 
(and of the subeditor who passed it) and strengthens the opinion 
of the many (both inside and outside the profession) that the pro- 
fession of medicine no longer deserves the title ** learned.” 


** H. W. Fowler defines pedantry “as the saying of things in 
language so learned or so demonstratively accurate as to imply a 
slur upon the generality, who are not capable or not desirous of such 
displays.””. To describe the heel bones as calcium” would, 
we believe. be misleading as well as pedantic; and to escape this 
verbal dilemma by writing “ossa_ calcis’’ would lead us into 
anatomical ambiguities. ‘* Os calces ’ is an indefensible compromise 
which nevertheless has the attraction of simplicity and is likely to 
convey to the generality just what is meant. “ Piling Pelion upon 
Ossa ’ was the Greek equivalent for “laying it on thick,” Ossa 
beine a mountain in Thessaly between Pelion and O!ympus.—ED., 


B.M.J. 


The Acquisition of Language by Infants 


Dr. J. Watxer Toms (Sydney) writes: In the British Journal of 
Psychology. July, 1925, I published a short article on the innate 
capacity of infants to understand spoken language. In that article 
I endeavoured to establish that, in order that an infant may acquire 
the faculty of language, four things are essential: (1) It must be 
able to hear. (2) It must possess the gift of auditory memory to 
be able to recall the speech sounds used in its hearing. (3) It must 
possess the necessary organs of articulation to enable it to repro- 
duce the remembered sounds. (The development of the organs of 
articulation is normally a protracted process extending over several 
years; vide Sheridan, Journal, May 19, p. 707.) (4) It must possess 
the innate capacity (which is a function of the subconsciaus intel- 
ligence) to attach the intended meanings to the spoken sounds. The 
first three of these essentials (hearing, memory, and the organs of 
articulation) are possessed by parrots, which nevertheless never 
acauire the faculty of language. because they lack the fourth essen- 
tial—i.e., the capacity to attach the intended meanings to spoken 
sounds. 

Types of Syringe Needles 

Mr. S. J. Everett (Thornton Heath) writes: I have had my atten- 
tion drawn to the extract printed in the Journal of June 30 (p. 932) 
answering a query from one of your readers. IT am writing to you 
as chairman of the committee sitting under the auspices of the 
British Standards Institution, who are considering the standardiza- 
tion of hypodermic equipment generally. The answer to the query 
is a litthe ambiguous, as it is rather inclined to suggest that this 
committee have agreed the range of needles reproduced in the 
answer to the query. It also mentions Record, Luer, and S.1.M.A. 
as being the standard cones. IT think attention should be drawn to 
the fact that, whilst this part of the answer gives the present most 
widely used standard, this has no relation whatsoever to the recom- 
mendations put forward to the British Standards Institution, whose 
findings have not yet been made public. 
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